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ESPITE the excellent clinical and funda- 
mental observations of various workers in 
the field of cerebral concussion and post-traumatic 
cerebral states it is still difficult to evaluate and 
prognosticate the outcome of head injuries in the 
human, The literature discloses that there is still 
a wide gap in the observations pertaining to ex- 
perimental cerebral concussion in animals and the 
clinical impressions gained from the study of 
humans, especially in the psychological 
sphere.?*#/5>9 
Electroencephalography appears to come the 
closest to narrowing this gap, especially in the 
study of post-traumatic seizures.> Recent in- 
vestigations on the physiological basis of concus- 
sion’® and the clinical effects of trauma to the 
head® and studies of the electrical activity of the 
cortex in recent and late head injury*** have 
contributed much to the knowledge of this field. 
However, does severe trauma to the head, whether 
the ensuing pathologic process be chemical, elec- 
trical or psychological, change an individual’s 
total personality permanently, or can he revert to 
what he was before his head injury? It is easy 
to comprehend the detrimental effects psycholog- 
ically in an individual who develops overt post- 
traumatic neurological manifestations such as 
epilepsy or a paralysis or a paresis of one or 
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more extremities. It is often much more difficult 
to evaluate the detriment to the personality in 
the individual who complains of headache, dizzi- 
ness, instability, irritability, emotional instability 
or fatigueability long after the event ‘of his head 
trauma. How many of these symptoms are super- 
imposed psychological factors and how many 
are actually due to the head injury present almost 
insurmountable difficulties to the attending physi- 
cian, 

Do “blackouts” and vertiginous attacks? precede 
the first post-traumatic seizure and what part can 
electroencephalography play in early diagnosis? 
Can a pathologic condition in the region of the 
inferior surface of the orbital lobe (area 13) 
account for some of the symptoms of the so-called 
post-concussion syndrome ?? 

The foregoing problems led to the present study 
of 147 patients, many of whom had sustained rel- 
atively severe cranio-cerebral injuries, to deter- 
mine, if possible, the relationship of the trauma 
to the persisting neurological, psychiatric, elec- 
troencephalographic and roentgenological abnor- 
malities. 


Method 


An attempt was made to correlate the electro- 
encephalographic findings with: 


1. Time in months between head injury and E. 
E. G. examination. 
2. The number of patients with residual symp- 
toms of: 
(a) post-traumatic seizures 
(b) headache 
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(c) “blackouts” 
(d) dizzy spells 
(e) various other neuropsychiatric com- 
plaints. 
3. The number with residual defects in the skull 
as shown by x-ray examination. 
4. Those patients with objective neurological 
findings. 


5. The period of unconsciousness. 


No follow-up was obtained on any of these 
patients after they left the hospital. The objec- 
tive neurological signs were not included when 
they were transient or equivocal. 


Material—Over a period of two years (1944 
and 1945) material was collected from patients 
with head injuries who were on the neurosurgical 
service at the U.S. Naval Hospital, Portsmouth, 
Va., or from patients referred to the same activity 
from surrounding naval, coast guard and army 
hospitals for electroencephalogram (E. E. G.) 
studies. One hundred forty-seven patients with 
an age variation from nineteen to thirty-eight 
years were studied. The series was divided into 
two groups: Seventy-three patients who did not 
have E. E. G. studies and seventy-four who did 
have E. E. G. studies. Either because the pa- 
tients were studied and disposed of before there 
was an E. E. G. apparatus available or because 
this type of consultation was not requested, E. 
E. G. examinations were not performed on the 
first group (seventy-three). Each case history 
was analyzed in regard to age, date of injury, 
type of injury, duration of unconsciousness 
(where this could be obtained), residual objective 
neurological findings and residual subjective neu- 
ropsychiatric symptoms. The date and lapse of 
time between injury and first convulsive seizure 
and diagnosis were correlated. Analysis was 
made of those patients with a retained foreign 
body in the cranium or with skull defects as a 
result of the injury. In the group which had 
E. E, G. examinations attention was also given to 
the time interval between head injury, onset of 
first seizure and the E, E. G. examination. 

All patients received careful neuropsychiatric 
examinations, indicated laboratory tests and in- 
dicated consultations from various other depart- 
ments. The subjective complaints and objective 
neurological findings considered were those that 
were present at or about the time of the E. E. G. 
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examination and consisted of headaches, dizzy 
spells, nervousness, anxiety and easy fatigue- 
ability. In the group evaluated which did not 
have E. E. G. examinations, the clinical findings 
evaluated were those present during the patient’s 
period of hospitalization. 


Of the 147 patients studied, 100 were dis. 
charged from the U. S. Naval Hospital, Ports- 
mouth, Va. These patients were observed over 
a period varying from one to six months, depend- 
ing upon the severity of their residual symptoms. 
Of this group forty-one were discharged with the 
diagnosis of intracranial injury, twenty-four with 
the diagnosis of blast concussion, ten with the 
diagnosis of fractured skull, seventeen with the 
diagnosis of gunshot wound (head or shrapnel 
wound), three with the diagnosis of headache 
and five with miscellaneous diagnoses including 
psychoneurosis, The remaining forty-seven pa- 
tients were from other military activities and their 
discharge diagnoses were not known. The major- 
ity of these individuals had sustained their head 
injuries in line of duty; many of them were 
injured in front-line combat, and it was, therefore, 
difficult in some of them to determine the exact 
duration of unconsciousness. Every attempt was 
made to obtain all pertinent data, but it was felt 
that it was best to consider time periods of un- 
consciousness unknown unless they were relatively 
exact. 

All of the patients were conscious at the time 
of their E. E. G. examinations, and except for 
four of them, all had suffered their head injuries 
at least three months previous to their E. E. G. 
examinations. Thus, no studies on very recent 
severe or mild head injuries were obtained. Al- 
most all of the patients had neuropsychiatric com- 
plaints at the time of their E. E. G. examinations 
or at the time of their admission to the hospital. 


Electroencephalographic Technique and Method 
of Interpretation.—The electrical activity of the 
right and left frontal, parietal and occipital cortex 
was recorded with a Grass 6-channel electroen- 
cephalograph. All records were made with scalp 
to ear leads. The indifferent electrode was formed 
by interconnecting the two ear leads. Electrodes 
were applied to the scalp, using the method 
described by Gibbs.* Records were taken with the 
patient lying on a table in a shielded cage. Cor- 
tical activity was recorded for at least ten minutes 
on each subject. Two minutes were allowed for 
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hyperventilation and two to three minutes were 
allowed for recovery. Gibbs’ classification of 
E. E. G. records’ was used throughout, with the 
following modifications: all paroxysmal tracings 
(petit mal, psychomotor, grand mal, spikes and 
S.2 and F.2 tracings) were classified as abnormal. 
The F.1 and S.1 tracings were classified as having 
slight abnormalities. All activity in the range 
of 8 to 13.5 per second was classified as normal. 
In records of all tracings mention was made 
as to whether the abnormalities were focal or non- 
focal in type. The whole record was carefully 
reviewed and random wave counts were made on 
at least 40 seconds of record before and after hy- 
perventilation. 


TABLE I. CORRELATION OF E. E. G. FINDINGS AND 
TIME IN MONTHS BETWEEN DATE OF HEAD 
INJURY AND ELECTROENCEPHALOGRAPHIC 

















EXAMINATION 
Time in Months Between Electroencephalographic Findings 
Date of Head Injury and} Number 
Electroencephalogram | of Cases Slightly Greatly 
Normal | Abnormal | Abnormal 
3to 6* 29 15 7 7 
6 to 12 18 7 7 4 
12 to 24 9 5 2 2 
24 to 36 4 3 1 0 
36 to 48 3 2 1 0 
48 to 60 0 0 0 0 
60 to 72 0 0 0 0 
Over 72 6 4 0 2 
History of head injury, 
time unknown 5 3 2 0 
Total Number of Cases 74 3$ 20 15 
(52.7 %) (27%) (20.3%) 

















*The true element in 4 of these 29 cases was just under 3 months. 


TABLE II. CORRELATION OF E. E. G. FINDINGS WITH PRESENTING SYMPTOMS 






































| 
Normal Slightly Greatly Focal or Non-Focal 
Number Abnormal Abnormal | E. E. G. Abnormality 
Presenting Symptom of Cases 
Slightly Greatly 
No. Pet. No. Pct. No. Pet. Abnormal | Abnormal 
“Blackout” | 7 5 72% | 1 14% 1 14% 
Dizzy spells 15 12 80% 2 13% 1 7% 
Headache 40 
(a) headache alone 14 8 57.14% 3 21.43% 3 21.43% | 
(b) headache and other 
symptoms 26 21 81% 3 11% 2 8% 
One or more objective 
neurological signs other 
than convulsive seizure 17 5 29.4% 5 29.4% 7 41.2% 
Nervousness, anxiety, 
attacks of confusion, 
memory lapses, easy 
fatigability 15 10 67% 3 20% 2 13% 
Post-traumatic seizures ~ 
(observed) 9 1 11% 3 33% 5 56% 1 in the 2 in the 
right right 
parietal and left 
lea frontal 
areas 
Results Analysis of 74 Cases with E. E. G. Studies.— 


Analysis of Total Number of Cases.—Analysis 
was made of 147 cases of cranio-cerebral war in- 
juries, one hundred of these with the closed type 
(including lacerated scalp without skull fracture), 
the remaining forty-seven having sustained com- 
pound wounds of the skull with brain injury. 
Of this total group, by far the most frequent sub- 
jective complaint was headache which occurred 
in 112 patients. Of these 112, seventy-three com- 
plained of headache alone while thirty-nine had 
in addition to their headache one or more other 
subjective symptoms. Nine per cent developed 
post-traumatic epilepsy, 33 per cent had residual 
neurological findings of various types, 67 per 
tent complained of headache, 26 per cent com- 
plained of “blackout” or “dizzy spells” and 19 
hr cent complained of nervousness, anxiety, 
memory lapses and easy fatigueability. 
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Forty-eight of these had closed head injuries (in- 
cluding lacerated scalp without skull fracture) ; 
the remaining twenty-six cases had compound 
skull and brain wounds. 

Table. I shows the correlation between date of 
head injury and the result of the E. E. G. exami- 
nation. Of this group, forty gave a history of 
headache plus some other symptoms, fourteen 
gave a history of headache alone, seven gave a 
history of “blackout,” fifteen stated that they 
suffered from dizzy spells, fifteen voiced various 
psychiatric complaints such as _ nervousness, 
anxiety, attacks of confusion, memory lapses and 
fatigue, seventeen had one or more objective 
neurological findings and nine had post-traumatic 
seizures. 

Table II shews the distribution of the total 
group in regard to symptoms and E. E. G. type 
of abnormality. 
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TABLE III. CORRELATION OF E. E. G. FINDINGS 
WITH LENGTH OF UNCONSCIOUSNESS 
































Electroencephalographic Findings 
Length of Number 
Unconsciousness of Cases Slightly Greatly 
Normal | Abnormal | Abnormal 
Less than 6 hours 7 3 4 0 
12 to 24 hours 2 0 1 1 
24 to 48 hours 3 1 1 1 
48 to 72 hours 2 1 1 0 
3to 6 days 2 1 0 1 
14 days 1 0 1 0 
Not unconscious* 3 1 1 1 
Total 20 7 9 4 
*Of these three cases 


One had skull | in his scalp. He had an abnormal E. E. G. 
One was dazed and had a slightly acl E. E. G. 
One had sustained a simple skull fracture and had a normal E. E. G. 


to the left, one showed right-sided mild cerebellar 
symptoms, one showed a left dilated pupil and 
could not converge his eyes, one showed right- 
sided homonymous heminopsia, one showed bi- 
lateral anosmia and left-sided deafness, and one 
showed nerve deafness of the left ear. The 
seventh patient showed a focal E. E. G. (left 
parietal region). In addition he had x-ray evi- 
dence of a foreign metallic body in the left oc- 
cipital region, a positive Hoffman (right side) 
and right lower quadrant homonymous heminop- 
sia. 

Of the five patients who showed slightly ab- 


TABLE IV. CORRELATION OF E. E. G. FINDINGS WITH TYPE OF HEAD INJURY 














Number Electroencephalographic Findings E. E. G. Findings, Focal 
Type of Head Injury of 
Cases Slightly Greatly Slightly Greatly 
Normal Abnormal Abnormal | Abnormal | Abnormal 
Compound skull and brain 26 12 (46%) | 6 (23%) 8 (31%) 1 focal, 2 focal, 
injury One of these | One of these | 4 of these right bifrontal, 
P. T. E.* ¥. to 7. Be parietal jone of these 
=" 


Closed head injury without 
skull fracture but includ- 





ing laceration of the scalp 48 27 (56.25%) | 14(29.17%)| 7 Oe 58%) 
Two of these | One of these 

i BS F. ao 
Total 74 39 (52.7%) | 20 (27%) | 15 (20.3%) 























*P. T. E.: post-traumatic epilepsy 


Table III shows correlation of E. E. G. find- 
ings with length of unconsciousness. 

Table IV shows correlation of E. E. G, findings 
with the type of head injury. 


1. E. E. G. Results in Patients with Objective 
Neurological Findings other than a Convulsive 
Disorder—Of this group of seventeen patients, 
five had normal E. E. G. findings, seven had 
greatly abnormal E. E. G. findings, and five 
showed slightly abnormal E. E. G. findings. 

Of the five patients with normal E. E. G. find- 
ings one had peripheral visual field constriction, 
one had a paresis of his right arm (this patient 
showed x-ray evidence of small left parietal de- 
fect), one had right oculo-motor paresis (this pa- 
tient showed x-ray evidence of a foreign metallic 
body and a bony defect in the right temporal 
area), one had an unsteady gait, slight right deaf- 
ness and horizontal nystagmus (left component), 
and one had right-sided nerve deafness (this pa- 
tient showed x-ray evidence of a fracture through 
the right temporal bone). 

Of the seven who had marked abnormal E. E. 
G. findings, one showed a horizontal nystagmus 
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normal E. E. G. findings, one had a complete 
left facial paralysis and total anosmia, one showed 
mild right-sided cerebellar signs, one showed 
left-sided paresis of the arm, leg and face (skull 
x-ray showed a bony defect in the right parietal 
region), one showed horizontal nystagmus to the 
left, and one had focal findings in the left frontal 
and right occipital regions (this patient had an 
unsteady gait and left lower facial weakness). 


One patient was neurologically negative and 
had a normal E. E. G. but showed x-ray evi- 
dence of a foreign metallic body in the left oc- 
cipital region of the skull. This man voiced sub- 
jective complaints of headache and dizzy spells. 


2. E. E. G. Findings in Patients Who Presented 
Dizziness plus Other Subjective Complaints.— 
Fifteen of the seventy-four patients presented 
dizziness as a subjective complaint. All of these 
patients, in addition, voiced one or more other 
somatic complaints. Twelve (80 per cent) had 
a normal E. E. G., one (7 per cent) had a 
greatly abnormal E. E. G. and two (13 per cent) 
had a slightly abnormal E. E. G, 
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3. E. E. G. Findings Correlated with the Dura- 
tion of Unconsciousness following Head Injury. 
—Of the total number of patients, seventy-four 
had had E. E. G. examinations. The duration of 
unconsciousness was not known in fifty-four. Of 
these fifty-four patients, thirty-one had a normal 
E. E. G., eleven had a greatly abnormal E. E. G., 
and twelve had a slightly abnormal E. E. G. 

Seven patients had been unconscious for six 
hours or less. Of these, three had normal and 
four had slightly abnormal E. E. G., non-focal 
in type. Two patients had been unconscious for 
from twelve to twenty-four hours; one of these 
had greatly abnormal and one slightly abnormal E. 
E. G., non-focal in type. Three had been uncon- 
scious from twenty-four to forty-eight hours; 
one of these had a greatly abnormal E. E. G., one 
a slightly abnormal, and one had a normal E. E. G. 
Two had been unconscious forty-eight to seventy- 
two hours; one of these had a slightly abnormal 
E. E. G. and the other had a normal E, E. G. 
Two had been unconscious for six days; one 
of these had a greatly abnormal E. E. G., the 
other had a normal E. E.G. One patient had been 
unconscious for two weeks and had a slightly ab- 
normal E, E. G., non-focal in type. 


Three patients had not been unconscious, and 
of these one had a normal E. E. G., one had a 
greatly abnormal E. E, G. and one had a slightly 
abnormal E. E. G., non-focal in type. Of these 
three patients one had skull fragments in his 
scalp. He had an abnormal E. E. G. One had 
been dazed and had a slightly abnormal E. E. G. 
The third had sustained a simple skull fracture 
and had a normal E. E. G. 


4. E. E. G. Findings in Patients Who Voiced 
Symptoms of Nervousness, Anxiety and Easy 
Fatigueability.—Fifteen of the seventy-four pa- 
tients gave symptoms of nervousness, anxiety, 
memory lapses and easy fatigueability. Of this 
group ten had normal E. E. G., three had slightly 
abnormal E. E. G. and two had greatly abnormal 
E. E. G, 

Of the two that had greatly abnormal E. E. G., 
one complained of intermittent attacks of amnesia 
and sleep-walking. The other complained of poor 
memory and inability to concentrate. It is inter- 
esting that the remaining thirteen patients who had 
normal or slightly abnormal E. E. G. all voiced 
various other somatic complaints such as head- 
ache, dizziness, et cetera, in addition to their 
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symptoms of nervousness, easy fatigueability and 
anxiety states. 


5. E. E. G. Studies in Patients Who Voiced 
Headache as Their Only Complaint.—Of fourteen 
patients whose only presenting symptom was 
headache, eight had normal E. E. G., three had 
slightly abnormal E. E. G., and three had ab- 
normal E. E. G., 


6. E. E. G. Studies in Patients Who Voiced 
Headache plus Various Other Somatic Symp- 
toms.—Of twenty-six patients who voiced head- 
ache in addition to other subjective symptoms in- 
cluding “blackout,” dizziness, nervousness, et 
cetera, twenty-one had normal E. E. G., three 
had slightly abnormal E. E. G., and two had 
abnormal E. E. G. 


7. Analysis of Patients Who Had Post-Trau- 
matic Seizures——Of the total group of seventy- 
four patients, nine (12 per cent) had suffered 
convulsive seizures since their head injuries. Of 
these nine cases, three had had their first seizure 
in less than six months after injury, four in 
from six to twelve months after injury, one in 
from twelve to eighteen months after injury, and 
one had had his first seizure over eighteen months 
after injury. 

Of the nine patients who developed post- 
traumatic seizures, five showed greatly abnormal 
E. E. G., two of which were focal in the right and 
left frontal areas; three showed slightly abnormal 
E. E. G., one of which was focal in the right 
parietal area, and one showed a normal E. E. G. 
Of the five patients who showed gross abnormali- 
ties in the E. E. G., two showed defects in the 
frontal regions in their skull x-rays. Both of 
these patients had focal abnormalities in the 
frontal regions upon E. E. G. examination. One 
of these had a skull defect of the frontal bones, 2 
inches in diameter. He was neurologically nega- 
tive except for concentric constriction of visual 
fields, most marked in the left. The other 
showed a foreign metallic body in the left frontal 
region in his skull rays. He was neurologically 
negative except for enucleation of his right eye. 
Of the three who showed diffuse E. E. G. ab- 
normalities, one showed a foreign body in the 
right frontal region by x-ray (he also had suf- 
fered osteomyelitis of his frontal bones after his 
injury). Another showed small metallic bodies 
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(shrapnel) in the left parietal region by x-ray, 
and he had a right lower quadrant heminopsia. 
The fifth had a healed occipital scar but was 
otherwise neurologically negative, and his skull 
rays were negative. 

Of the three patients who showed slightly ab- 
normal E. E. G., one had focal E. E. G. findings 
in the right parietal area. X-rays of his skull 
showed a defect about 1 inch in diameter in the 
right parietal area. A splinter of bone had been 
removed from that area following his head in- 
jury, and it was observed that he had had a left 
hemiparesis for several days after the accident. 
His E. E. G. was done nineteen days after his 
The other two were neurologically 
They both 


last seizure. 
negative and had normal skull rays. 
showed slight diffuse abnormalities. 

One patient had a normal E. E. G. He had 
had a head injury in 1937 and was unconscious 
three days. Skull rays showed an old fracture 
line in the right tempero-parietal region. Neu- 
rological examination at time of E. E. G. exami- 
nation (seven years later) revealed a left homon- 
omous superior quadrant defect and impaired 
olfactory sense. He had had his first seizure 
seven years after his head injury. The E. E. G. 
examination was done three months after his 
last seizure. 

As previously stated, nine in the group of 
seventy-four men who gave a history of head in- 
jury had a diagnosis of post-traumatic epilepsy. 
Brief case histories of these nine patients are 
given. 


Case Reports 


Case 1—This white man, twenty-seven years of age, 
was rendered unconscious for five minutes. Five months 
later he was observed in a grand mal seizure (June 28, 
1945). An E. E. G. done nineteen days after his 
seizure was slightly abnormal with the maximum ab- 
normalities in the right parietal region. He was neu- 
rologically negative at the time. Skull rays showed a 
defect about one inch in diameter in the right parietal 
region. He had a left hemiparesis for several days 
after the accident but no other symptoms. 


Case 2.—This twenty-two-year-old private with two 
years’ service received a head injury in 1939. First 
grand mal seizure occurred about a year later followed 
by two others, the last one on March 15, 1945. E. E. G. 
done four months after the last seizure was abnormal 
with the most marked abnormalities in frontal leads. 
Skull rays showed a defect 2 inches in diameter in the 
frontal bones. Neurological examination was negative 
except for concentric constriction of the visual fields, 
most marked on left. 
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Case 3——This patient, aged twenty-five, received a 
penetrating wound by shell fragment in the frontal 
region on October 8, 1944. An E. E. G. eight months 
later was abnormal with most marked abnormalities in 
frontal region. Skull rays showed a foreign metallic 
body in the left frontal region. Patient had a sudden 
attack of amnesia a week prior to E. E, G. He was 
neurologically normal except for an enucleation of his 
right eye. 


Case 4.—This thirty-year-old patient received a head 
injury in November, 1943. He was unconscious for an 
indefinite time. He had his first seizure two weeks 
later, December, 1943, and has had four to five severe 
“blackouts” and dazed attacks since. E. E. G., done 
June 19, 1945, was over two years after injury and 
two months after his last seizure. This was slightly 
abnormal, and it was noted that it was non-focal in type. 


Case 5.—This twenty-year-old patient was in an auto- 
mobile accident in 1940 and rendered unconscious for 
thirty hours. He had a healed occipital scar. Ten 
convulsive seizures were suffered from 1941 to April 
1945. An E. E. G. done three months after the last 
seizure and five years after the head trauma was greatly 
abnormal and non-focal. The patient was neurological- 
ly negative. 


Case 6.—This patient suffered a head injury in Jan- 
uary, 1943, a steel wedge penetrating his right fore- 
head. Osteomyelitis for three months and four con- 
vulsions, the first in 1944, were followed two years after 
injury by the first E. E. G. which was greatly abnormal. 
The neurological examination was negative. Skull rays 
revealed a small metallic foreign body in the right 
frontal region, intracranially situated. His E. E. G. 
which was taken some two years after his injury was 
found to be greatly abnormal but non-focal in type. 


Case 7.—This thirty-two-year-old patient suffered a 
right tempero-parietal fracture in an automobile acci- 
dent in 1937 and was unconscious for three days. An 
epileptic seizure followed about six years later. E. E. G. 
examination was performed seven years after injury but 
only several months after seizure. The tracing was 
normal. Neurological examination showed left homono- 
mous superior quadrant defect and poor olfactory sensa- 
tion. 


Case 8—This patient was struck in the left parietal 
region by a piece of shrapnel in late 1944 and he was 
unconscious for fifteen hours. His first seizure occurred 
March 30, 1945. On the following day an E. E. G. 
examination showed diffuse abnormalities. The seizure 
was right-sided. There have been two mild seizures 
since. E. E. G. ten months after accident and seven 
months after first seizure showed minimal abnormali- 
ties, diffuse. The patient was neurologically negative 
except for right lower quadrant heminopsia. Skull 
rays showed small metallic foreign body (shell frag- 
ment) in the left parietal area. 
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CRANIO-CEREBRAL INJURIES—OLSEN AND ROSSEN 


Case 9.—This patient was struck behind the right ear 
with a wine bottle in June, 1941, and was rendered un- 
conscious for two weeks. The first seizure occurred 
eighteen months after the accident, the second in July, 
1944, and the third in November, 1944. E. E. G. exami- 
nation several days after last seizure revealed minimal 
abnormalities, non-focal. Neurological and skull-ray 
examinations were negative. 


Analysis of 73 Cases without Electroence phal- 
ographic Studies —These patients were analyzed 
in regard to objective and subjective neuropsy- 
chiatric residuals. Fifty-nine complained of head- 
ache alone and thirteen of dizzy spells or “black- 
out.” All of the patients who had dizzy spells 
also complained of headache. Thirteen com- 
plained of memory defect or voiced symptoms of 
easy fatigueability and nervousness. Five com- 
plained of tinnitus in one or both ears. Organic 
neurological residuals were present in twenty-two 
patients or 30.1 per cent. Twenty had compound 
skull and brain wounds. Fifty-two had closed 
head injuries including lacerated scalp without 
fracture. One had an extradural hematoma (veri- 
fied at operation). Eleven had compound skull 
and brain wounds with no obvious residuals. 
Nine had compound skull fractures with brain 
wounds with obvious neurological residuals. Four 
had post-traumatic epilepsy, and all of these had 
compound skull and brain wounds. Forty-nine 
of the seventy-three patients had periods of un- 
consciousness of varying duration. It was not re- 
corded in eighteen instances, and six were never 
unconscious. All but one patient had various 
subjective complaints. 

It is of interest that in this group headaches 
and dizziness were the two most common com- 
plaints. Nervousness, anxiety and lapse of mem- 
ory were next in frequency. Less than half of 
the patients with compound injuries, many of 
them with retained metal fragments in their brains 
(confirmed by skull rays), had residual objective 
neurological findings. 


Summary of Results 


1. The results of the analysis of 147 cases of 
head injuries, 100 of which were of the closed 
type and forty-seven of which had sustained com- 
pound wounds of the skull with brain injury, 
are tabulated and discussed. 

2. It was found that headaches and dizzy spells 
were the two most common subjective complaints. 
Seventy-three patients complained of headache 
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alone and thirty-nine of headache plus some other 
subjective symptom. 

3. The symptoms of nervousness, anxiety, 
memory lapse and easy fatigueability were next 
in frequency. 

4. Analysis of the total group of 147 patients 
disclosed that 9 per cent developed post-traumatic 
epilepsy. Thirty-three per cent had residual ob- 
jective neurological findings of various types, 67 
per cent complained of headache, 26 per cent com- 
plained of “blackout” or “dizzy spells” and 19 
per cent complained of nervousness, anxiety, 
memory lapse or easy fatigueability. 

5. In the group of seventy-three patients who 
did not have E. E. G. studies, all complained of 
headache but one. Thirteen had in addition to 
their headache some other somatic symptom which 
in the majority of cases was dizziness. Of this 
group twenty had compound skull and brain 
wounds, forty-nine had closed head injuries in- 
cluding lacerated scalp without fracture, nine 
had compound skull and brain wounds with ob- 
vious neurological residuals, while eleven patients 
had compound skull and brain wounds with no 
obvious residual findings. Four of this group 
developed post-traumatic seizures. 

6. Of the group of seventy-four receiving E. 
E. G..51 per cent were normal, 26.2 per cent 
slightly abnormal and 22.8 per cent were greatly 
abnormal. Of the twenty-six patients who had 
compound skull and brain injury 46 per cent were 
normal, 23 per cent slightly abnormal and 31 
per cent greatly abnormal. Of the remaining 
forty-eight with closed head injuries 56 per cent 
had normal, 29.4 per cent slightly abnormal and 
14.6 per cent greatly abnormal E. E. G. 

7. The time between the date of head injury 
and E, E. G. examination was under six months 
for twenty-nine of the cases, six to twelve months 
for eighteen cases and nine patients were ex- 
amined twelve to twenty-four months after their 
injuries. Six of the patients had E. E. G. studies 
seventy-two months or more after their head 
injuries. 

8. Of the total group nine (12.1 per cent) 
developed post-traumatic seizures. Six of these 
patients had sustained compound skull and brain 
injury while three had suffered from closed head 
injury (Table IV). Five had greatly abnormal 
E. E. G. (two of them focal in the right and 
left frontal areas), three had slightly abnormal 
E. E. G. (one with focal abnormalities in the 
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right parietal lead) and one had a normal E. E. G. 
Of the five patients with gross E. E. G. abnormal- 
ities two had defects in their skull rays in the 
frontal region. Both these patients showed focal 
E. E. G. abnormalities in the same area. One 
other had a skull defect in the frontal region and 
had a generalized abnormal E. E. G., as did one 
other with a foreign metallic body in his right 
parietal region. One of the cases with a slightly 
abnormal E. E. G. showed a skull defect in the 
right parietal region by x-ray and his E. E. G. 
abnormality appeared in the same region. 

9. Seventeen or 23 per cent of the group of 
seventy-four had residual neurological findings, 
and of this group seven had greatly abnormal 
E. E. G., only one of which was focal; five had 
slightly abnormal E. E. G., only one of which 
was focal, and 5 had normal E, E. G. Of the 
five that were normal, two showed x-ray evi- 
dence of foreign metallic objects and one had a 
bony defect in the right temporal region. One 
of the seven patients with objective neurological 
residuals and greatly abnormal focal type of 
E, E. G. showed x-ray evidence of a foreign 
metallic body in the left occipital region. One of 
the cases with slightly abnormal E. E. G. showed 
x-ray evidence of a bony defect in the right 
parietal region. 

10. Of the group of seventy-four who had 
E. E. G. studies, the length of unconsciousness 
was unknown in fifty-four. Of these, thirty-one 
had normal E. E. G., eleven had greatly abnormal 
E. E. G., and twelve had slightly abnormal E. E. 
G. Of the twenty patients who had known periods 
of unconsciousness four had greatly abnormal, 
nine slightly abnormal and seven had normal 


E. E. G. 
Conclusions 


1. The highest degree of E. E. G. abnormality 
was noted in those patients (nine in number) who 
developed post-traumatic epilepsy, as 90 per cent 
of these were found to have greatly abnormal or 
slightly abnormal E. E. G. 


2. In the cases with focal abnormalities in the 
E. E. G. there was a definite correlation with the 
site of injury as shown by x-rays of the skull. 


3. No correlation could be,made as to focal 
abnormality in the E. E. G. and the objective 
neurological findings. This was most probably 
due to the fact that most of the head injuries 
in this series were severe, leaving diffuse residual 
lesions rather than those of a focal type. 


4. In the group of cases where the length of 
unconsciousness was known there appeared to be 
no definite correlation between the E. E. G. ab- 
normality and the length of unconsciousness. 


5. The E, E. G. abnormality was 21 per cent 
greatly abnormal and 21 per cent slightly ab- 
normal in fourteen patients who voiced headache 
as their only complaint, as compared with 8 per 
cent greatly abnormal and 11 per cent slightly ab- 
normal in twenty-six patients who voiced head- 
ache plus one or more other subjective neuropsy- 
chiatric complaints. 


6. Headaches, dizzy spells, nervousness, anxi- 
ety, memory lapse and easy fatigueability were the 
most common subjective complaints, with the 
E. E. G. abnormality being highest in those pa- 
tients who voiced headache as their only com- 
plaint. 
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HEALTH EDUCATION 


Health education and health services go hand in hand. 
Singly, they cannot do an effective job. Together, they 
complement each other and form an invaluable adjunct 
in the over-all health program. Health education with- 
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out opportunities for medical consultation is sterile. 
Likewise, medical services exist in a vacuum unless they 
are called to the attention of the people—Tura SALPAs, 
USPHS, Indust. Hyg. Newsletter, Aug., 1949. 


MINNESOTA MEDICINE 





2 = fh th & 2 fe 


t) <=. — 


suj 





ent 
ab- 
che 
per 
ab- 
ad- 


sy- 


1Xi- 
the 
the 
pa- 
om- 


ental 
lepsy. 
d in- 


ectro- 
surg, 


elec- 
-hiat., 


halog- 
y A. 
ectro- 

con- 


Aug.) 


rthur: 
Arch. 

phys- 
c. os 


terile. 
; they 
\LPAS, 


ICINE 








PRIMARY TUMORS OF THE OPTIC NERVE 


Report of Two Cases of Glioma 


RICHARD C. HORNS, M.D. 
Minneapolis, Minnesota 


ggresd tumors of the optic nerve may 
be divided into two main groups: intradural 
tumors (gliomas) and tumors of the nerve 
sheaths (meningliomas, or endotheliomas). The 
first full pathological examination of a tumor 
of the optic nerve was published by Van Graefe 
(1866). These tumors are rare. There have 
been less than 350 cases reported in all the med- 
ical literature.* Verhoeff'® states that prior to 
1932 only 300 cases were recorded. A survey of 
these cases in the literature shows that 80 per cent 
were gliomas, 17 per cent were meningiomas and 
3 per cent were fibromas.* 

Gliomas of the optic nerve usually occur during 
the first decade of life and many occur before the 
age of five years. From 85 per cent to 90 per 
cent occur before the age of twenty. They have 
a ratio of occurrence to choroidal sarcoma (malig- 
nant melanoma) of 1:200.11 Most of these 
tumors are intraorbital but some have been re- 
ported in the intracranial portion of the nerve, and 
in the chiasm. These tumors tend to spread 
along the nerve so the point of origin is often 
obscure. 

Meningiomas of the optic nerve sheaths, like 
meningiomas elsewhere, tend to occur later in 
life than gliomas do, and the symptoms usually 
develop after the first decade of life. More than 
50 per cent occur after the age of thirty years. 
Meningiomas arising intraorbitally are extremely 
rare, and there are some observers who question 
whether they ever arise within the orbital cavity. 
Such origin, however, has been reported by 


Byers,? Hudson,® and more recently by Stallard.*_ 


Intracranial meningiomas of anterior and middle 
cranial fossae frequently extend into the orbit. 

Fibromatosis and malignant melanoma arising 
in the optic nerve occur most frequently during 
adult life but are extremely rare tumors. Malig- 
nant melanoma arising in the choroid, however, 
is a fairly common tumor. 

The female sex is more prone to heii optic 
nerve tumors. Hudson’s series® shows a propor- 
tion of female to male of 70 to 43 in gliomata, 20 


Inaugural thesis presented before the a Academy of 
Medicine, Minneapolis, Minnesota, December 1 

The author is indebted to Dr. William Peyton for helpful 
Suggestions in preparing this paper. 
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to 7 in meningiomata, and 5 to 1 in fibromata. 


The signs and symptoms of optic nerve tumor 
depend on the site of origin of the tumor. When 
the tumor arises from the orbital portion of the 
optic nerve, there is slowly progressing unilateral 
exophthalmos along with profound visual loss. 
The exophthalmos is only partially due to the 
tumor mass itself. The reaction of other tissues 
of the orbit also add to the exophthalmos. Usual- 
ly there is profound visual loss before the exoph- 
thalmos appears. However, in some cases of 
meningioma of the nerve sheath, vision is not 
destroyed until late. There is no impairment of 
the ocular muscle function until the exophthalmos 
has become quite marked. In the case of glioma 
there is a painless exophthalmos with the eye 
pushed straight forward while in many cases of 
meningioma, the eye is pushed down and in or 
down and out. This is because the meningioma 
has more of a tendency to expand into the orbit 
transverse to the nerve, while the glioma tends to 
spread along the nerve. There is no pulsation and 
a bruit is not heard over the area. 


Primary optic atrophy or a papilledema is seen 
on ophthalmoscopic examination. The papille- 
dema is due to venous obstruction which produces 
hemorrhages about the disc, elevation of the disc, 
white exudates and eventually a secondary optic 
atrophy." There are some cases of optic nerve 
tumor reported in which the ophthalmoscopic 
examination has been normal. A very striking 
feature of primary optic nerve tumor is the fact 
that visual loss is extremely great in comparison 
with the extent of primary optic atrophy or 
papilledema. A patient may have only a mod- 
erate degree of papilledema or primary optic 
atrophy and have no light perception or only very 
poor light perception. 


Tumors limited to the intracranial portion of 
the optic nerve almost invariably produce a pri- 
mary optic atrophy, but cases have been reported 
in which an ophthalmoscopic picture of unilateral 
papilledema was produced. I do not know the 
mechanism by which the papilledema is produced 
in these cases. Bilateral papilledema occurs only 
if the tumor is large enough to increase intra- 
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cranial pressure, and may do so by its own mass 
or by obstruction to the circulation of cerebro- 
spinal fluid. 

The visual field examination is usually of little 
help in primary tumors of the optic nerve because 
the patient usually presents himself with one 
blind eye and a normal field in the other, but 
visual field examination is of great significance in 
tumors of the intracranial portion of the optic 
nerve which extend into the optic chiasm. In 
this case a field defect, usually a temporal hemi- 
anopsia, is found in the opposite eye. 

Roentgenographic examination is of great im- 
portance in studying these cases. Gliomas of the 
optic nerve usually arise intraorbitally and ex- 
tend centrally through the optic foramen very 
frequently enlarging the optic foramen. This 
finding of a unilateral enlargement of an optic 
foramen is of importance both diagnostically and 
from the standpoint of treatment. 

Usually there are no x-ray findings in tumors 
limited to the intracranial portion of the optic 
nerve, but when the tumor becomes large there 
will be erosion of the anterior and posterior 
clinoid processes, deformity of the sella turcica, 
and erosion of the sphenoid ridge. The diagnosis 
of intracranial glioma of the optic nerve and 
chiasm is extremely difficult. Martin and Cush- 
ing’ were able to suspect the condition in only one 
out of their seven cases. 

The course of both gliomas and meningiomas 
is that of slow, steady gradual progression over 
a period of years. Temporary periods of rapid 
growth have been reported. The ultimate result 
if untreated is death due to intracranial extension. 
Neither gliomas or meningiomas metastasize. 

On microscropic examination of gliomas, the 
essential neoplastic cell is a uni- or bi-polar spon- 
gioblast. These cells are spindle-shaped with oval 
nuclei and straight or sometimes corkscrew-like 
processes arising from each end. Verhoeff® 
described three main types, all of which may un- 
dergo transition from one into the other. These 
types are a finely reticular type similar to normal 
neuroglia, an exaggerated coarse reticular type, 
and a sickle-shaped cell type made up of course 
neuroglial fibers. Sometimes mitotic figures are 
seen. Cysts filled with mucinous-like substance 
are frequently found and may be very numerous. 
Because of this these tumors have been called 
myxiomas in the older literature, but this mate- 
rial does not show the staining reaction for mucin 
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(Fleischer and Scheere®). Usually the septa are 
enormously thickened and made up of collagenous 
fibers arranged in an irregular manner into which 
glial fibers grow in all directions. The nerve 
fibers are spread apart compressed and stretched 
and as a rule are demyelinized at an early stage. 

The microscopic examination of meningiomata 
of the optic nerve-sheaths shows cells with large 
vesicular nuclei and pale staining cytoplasm. 
These cells are arranged in syncytial masses, ir- 
regular lobules or ill-defined columns with a ten- 
dency to an arrangement in whorls. These are 
typically endothelial cells and arise from either 
the endothelial cells lining the sub-dural space 
or from the cells covering the arachnoid. These 
meningiomas tend to expand into the orbit and 
neighboring structures, but do not break through 
the pia to invade the optic nerve. The nerve 
fibers are damaged only by compression. 

There have been several reports in the literature 
of glioma of the optic nerve associated with dif- 
fuse neurofibromatosis of Von Recklinghausen. 

The treatment of primary tumors of the optic 
nerve is surgical. If the tumor is limited to the 
orbit, the blind eye together with the optic nerve 
and tumor may be enucleated. In some cases the 
globe has been retained by entering the orbit 
from the lateral side by means of the Kronlein 
operation. Also by means of a transconjunctival 
approach or through a skin incision made along 
the outer or upper orbital margin, the orbit can 
be explored fairly well. But a much better 
exposure of the lateral side of the orbit is obtained 
with the Kronlein operation. There are two main 
disadvantages to these transorbital approaches 
to the removal of these tumors. They are, first, 
the difficulty of complete excision of the tumor 
if it extends well into the apex of the orbit and, 
second, the danger of a cerebrospinal fluid leak 
into the orbit with ensuing meningitis. 

If x-ray examination or exploration of the orbit 
by one of the above procedures demonstrates that 
the tumor has extended through the optic fora- 
men, then intracranial operation should be con- 
sidered. This is done through the transfrontal 
route (Dandy, Martin and Cushing*). The orbit 
is unroofed and the tumor is excised. If the 
globe must also be excised, this should be done 
after complete healing has taken place. X-ray 
therapy is of very limited value in the treatment 
of these tumors. 

Two cases of primary tumor of the optic nerve 
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from the neurosurgical and ophthalmological serv- 
ices at the University of Minnesota Hospital are 
presented. 


Case 1.—A forty-one-year-old white woman was ad- 
mitted to the University Hospital on January 29, 1946, 
and discharged on February 8, 1946. Her complaints 
on admission were failing vision in the right eye, frontal 
and occipital headaches, tinnitus, and paresthesia of the 
hands and feet. The chief complaint, however, was 
the failing vision in the right eye, gradually progressive 
since it was first noticed three months previously. The 
other symptoms had been present for three years. The 
general physical examination was negative with the ex- 
ception of slightly reduced abdominal reflexes and slight 
extensor response to the Babinski test on the left. Rou- 
tine laboratory work was done and found to be normal. 
Ophthalmoscopic examination revealed a 3 diopter papil- 
ledema in the right eye. There was venous engorge- 
ment and there were several small hemorrhages about the 
disc. In the left eye there was a slight elevation of 
the disc, but otherwise it was normal. The vision was 
20/400 in the right eye and normal in the left. Visual 
field examination showed general depression for the 
right, but was normal for the left eye. The ventriculo- 
gram was normal. A diagnosis of multiple sclerosis was 
made, and the patient was put on histamine and dis- 
charged. 


Vision continued to fail in the right eye, and for this 
reason she was readmitted on April 25, 1946, when it 
was found that vision was merely light perception in 
the right eye. A 3 to 4 diopter papilledema was 
again found in this eye. 


The left eye was normal. Neurological examination 
revealed deep reflexes on the left, more active than on 
the right. It was thought that the patient probably had 
a sphenoid ridge tumor on the right. A transfrontal 
craniotomy exposed a tumor of the right optic nerve. 
This tumor extended from the optic foramen to the 
chiasm. The involved optic nerve was enlarged to 
about 1 cm., and just behind the optic foramen on the 
inferior surface of the nerve there was an additional 
bulbous enlargement. The tumor was excised as close 
to the chiasm as seemed safe without endangering vision 
in the other eye. The distal section of the optic nerve 
was made anterior to the optic foramen. It was felt that 
complete removal was impossible without severely dam- 
aging the optic chiasm. Microscopic examination showed 
the tumor to be a glioma made up of a diffuse prolifera- 
tion of astrocytes. The patient was discharged on May 
8, 1946. The patient was last seen in January, 1950 
(three and one-half years after operation). She was well 
and working in a department store. Her only symp- 
tom was blindness of the right eye. On examining her 
eyes it was found that there was a secondary optic 
atrophy of the right optic nerve. There was no light 
perception in the right eye. The left eye was normal, 
her vision was 20/20 and no field defect could be 
detected on the perimeter with a 3 mm. white test object 
at 330 mm. or on the tangent screen with a 1 mm. white 
test object at 1000 mm. 
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Case 2—The second case is that of a five-year-old 
white boy who was first seen at the University Hos- 
pital on March 24, 1949. The parents stated that the 
right eye had been very prominent for the past two 
weeks. It is probable that some exophthalmus was pres- 
ent for a considerably longer time than this. The 
mother had noticed that for the past two years the 
right eye would drift out when the child would look 
in the distance. A few days before admission the 
father had discovered that the child could not see with 
the right eye. No other symptoms were noted. The 
right eye on measurement was found to have an exoph- 
thalmos of 2 mm. as compared to the left eye. There 
was no light perception in the right eye, and the eye 
was turned outward and downward. There was limi- 
tation of motion when the eye was turned upward and 
outward. On examining the eye grounds, it was found 
that there was engorgement of the veins of the right 
eye and a papilledema of from 4 to 5 diopters. The 
left eye was normal. The physical examination was 
otherwise normal and routine laboratory work was neg- 
ative. A ventriculogram gave normal findings. It was 
thought that the boy had some type of an orbital tumor, 
and on March 30, 1949, a right transfrontal craniotomy 
was performed. The right orbit was unroofed but the 
capsule was not opened and no tumor was found. After 
the operation the boy got along well, but the exophthal- 
mus progressed so that by September .29, 1949, the 
exophthalmus of the right eye measured 6 mm. as com- 
pared to the other eye. The boy was readmitted to 
the hospital on November 14, 1949. A second craniotomy 
was done and the right orbit again explored through 
a right transfrontal craniotomy and the capsule of the 
orbit opened. A tumor of the optic nerve which extended 
from the globe to the optic foramen was found. This 
tumor was fusiform in shape and was about 12 mm. 
across at its widest portion. The tumor had elongated 
the optic nerve so that it was coiled upon itself within 
the muscle cone. It was excised at the globe and dis- 
sected free to the optic foramen where the nerve was 
again cut across. Because there was some question of 
the tumor possibly having extended through the optic 
foramen, an additional portion of the nerve within the 
optic foramen and proximal to the optic foramen was 
excised. Postoperatively, the patient has gotten along 
well. At the present time there is a ptosis on the right, 
and the right eye has remained somewhat irritable. 
Microscopic examination of this tumor showed glial 
cells, and a diagnosis of astrocytoma was made by the 
pathologist. 
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THE SURGICAL MANAGEMENT OF MASSIVE HEMORRHAGE FROM 
‘GASTRIC AND DUODENAL ULCERS 


DONALD C. MACKINNON, M.D. 
Minneapolis, Minnesota 


HE PURPOSE of this report is to review the 

clinical aspects of severe bleeding from the 
stomach and duodenum, and to report twenty- 
three cases of massive hemorrhage requiring emer- 
gency operations. All of the patients wére admit- 
ted to the Minneapolis Veterans Hospital during a 
three-year period from April, 1946, to April, 
1949. 

In the literature there is confusion over the true 
meaning of the term “massive hemorrhage.” Re- 
cent publications attempt to define, clarify, and re- 
strict the term to a specific clinical picture. Amen- 
dola* believes that it implies a rapidly progressive 
exsanguination, and should be applied to a rapid loss 
of blood of such proportions as to cause unmis- 
takable signs and symptoms of hemorrhagic shock. 
Hoerr, Dunphy, and Gray,?" in defining their ex- 
sanguinated cases of massive hemorrhage, stressed 
the importance of shock, and the failure to stabi- 
lize the circulation with a limited number of blood 
transfusions. When the term is used in a less re- 
stricted sense, bleeding is extensive but less rapid, 
causing milder symptoms and signs of shock, with 
marked reductions in the hemoglobin, red cell, and 
hematocrit determinations. Such hemorrhages are 
an immediate threat to the life of the patient. 

The cases reported in this review were grouped 
as moderate, severe, and exsanguinating forms of 
massive hemorrhage. This classification was based 
on the degree or severity of the following factors: 
presence of shock, rate of bleeding, persistence of 
hemorrhage, and recurrent episodes of acute mas- 
sive bleeding. Since the limits of each group can- 
not be defined precisely, one encounters consider- 
able difficulty in assigning the borderline cases to 
the proper group. The cases with moderate hem- 
orrhage were patients with an episode of mild 
shock, a short period of bleeding at a rate not 
greater than 500 to 1,000 cubic centimeters of 
blood in twenty-four hours. Ordinarily these pa- 
tients recover with proper medical management. 
Those grouped as severe massive hemorrhage 
had one episode of shock, bled for a longer period 





Read at the Surgical Staff Seminar of the Minneapolis Veter- 
ans Hospital, May 3, 1949. 

Published with permission of the Chief Medical Director, De- 
partment of Medicine and Surgery, Veterans Administration, 
who assumes no responsibility for the opinions expressed or 
conclusions drawn by the author. 
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of time but at a rate not greater than 1,500 cubic 
centimeters of blood in twenty-four hours. lf 
they were given 1,000 to 1,500 cubic centimeters 
of blood daily, they appeared to be in good circu- 
latory balance. Some of these patients may recoy- 
er when treated medically. They require close ob- 
servation, and when the rate of bleeding increases, 
as evidenced by shock and an episode of acute 
massive hemorrhage, surgical intervention is in- 
dicated. The cases classified in the exsanguinating 
group were patients who may or may not have had 
long periods of steady bleeding but who bled at a 
rate greater than 1,500 cubic centimeters of blood 
in twenty-four hours. These were the patients 
with one or two episodes of acute massive hemor- 
rhage with marked shock and an unstable circula- 
tion despite transfusions of 500 cubic centimeters, 
or more, of blood every eight hours. 


Incidence and Mortality 


Warren and Lanman,** in a comprehensive re- 
view of the literature, found that in patients ad- 
mitted to the hospital for ulcer, the incidence of 
hemorrhage of any degree ranged from 11 to 40 
per cent. The incidence of massive hemorrhage 
in the same group of collected figures was between 
9 and 18 per cent. They explained the wide range 
of mortality under medical management (from 3 
to 24 per cent) on the basis of whether the reports 
include cases with hemorrhage of any degree or 
only those with massive hemorrhages. In discuss- 
ing surgical mortality rates, these authors further 
stressed the importance of knowing not only the 
degree of hemorrhage but at what time during the 
course of bleeding the operation was undertaken. 
Their collected mortality rates following operation 
for bleeding peptic ulcer ranged from 4.1 to 42.8 
per cent, and this wide range seemed to be explica- 
ble solely on the basis of the varying degrees of 
exsanguination of the patients at the time of op- 
eration. In summary, these authors state that ap- 
proximately 25 per cent of the patients admitted to 
the hospital for peptic ulcer have bleeding as a 
symptom, and approximately 10 per cent of all 
such admissions have massive hemorrhage. The 
mortality in all patients admitted for massive hem- 
orrhage and treated medically is between 5 and 10 
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per cent. The mortality following operation for 
bleeding ulcer may be as low as 5 per cent if the 
patients are operated upon within twenty-four 
hours, or if elective operations are included, but it 
has approached 50 per cent if one considers those 
patients in a state of exsanguination and upon 
whom operation followed a prolonged and unsuc- 
cessful attempt at conservative management. 


Other reports substantiate the dangers of mas- 
sive hemorrhage. In Heuer’s”® series of 337 pa- 
tients with serious or massive hemorrhage from 
peptic ulcer, forty-nine (15 per cent) of the pa- 
tients presented a fatal type of hemorrhage. 
Amendola* reported eighty-four patients with 
massive hemorrhage treated expectantly with a 
mortality rate of 15 per cent. Bergh, Hay, 
and Trach® collected 2,565 patients with mas- 
sive hemorrhage treated medically and found the 
mortality to be 10.2 per cent. For 214 patients 
treated surgically, the mortality was 29.8 per cent. 


Recent publications indicate that the present 
nonoperative mortality rate in severe and mas- 
sive hemorrhages has been lowered by more ade- 
quate blood replacement. Costello*® reported a 4 
per cent mortality ; Fraser and West"* found a 4.2 
per cent mortality, while Meulengracht®® gave the 
death rate under his free feeding regime as 2.5 
per cent. For a clearer interpretation of mortality 
figures, there is a need for separating patients with 
severe hemorrhage from those with exsanguinat- 
ing hemorrhage, as indicated by Hoerr, Dunphy, 
and Gray.?® 

The mortality following massive hemorrhage 
from peptic ulcer increases with the age of the pa- 
tient. In patients under forty-five years of age 
the risk is less, though probably not nearly as slight 
as some reports indicate. In the younger age 
group, Bohrer® reported 548 patients with severe 
acute hemorrhage treated conservatively. The 
mortality rate below the age of forty-five years 
for bleeding gastric and duodenal ulcers was 20 
per cent and 6 per cent respectively. Hansen and 
Pederson’® found that of 393 patients with fatal 
hematemesis and melena in Copenhagen hospitals 
during a period from 1915 to 1937, 13 per cent 
were under forty years of age. In the group over 
forty-five and fifty years of age, Allen and Bene- 
dict, Blackford and Williams,® and Chiesman?® 
report mortality rates varying from 25 to 33 per 
cent. Jankelson and Segal?* found the average age 
of patients with fatal bleeding ulcer to be fifty- 
four years. Meulengracht?® recently reported 
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TABLE I—COMPARISON BETWEEN MORTALITY RATES 
FOR BLEEDING DUODENAL AND BLEEDING GASTRIC 
ULCER (SANDUSKY AND MAYO”*) 


Duodenal Gastric 
Author per cent per cent 
Segal, Scott, Stevens™......scccccccses 3.7 30 
PE eed intatinrexansetctueess 7.0 50.0 
\. kk. =a reyear aa 6.3 35.3 
ee GO eee 5.4 30.0 


TABLE II—A COMPARISON BETWEEN THE MORTAL- 
ITY RATES OF EARLY AND LATE OPERATION 


Early Operation , 
Mortality 


Author Cases Deaths per cent 
Se ee 72 4 5.1 
OS _ — ean 21 2 9.5 
Gordon-Taylor™ ........... 18 1 5.5 
BEE édibvriiasecnics 11 1 9.0 

Late Operation 
Mortality 

_Author Cases Deaths per cent 
RY weieninwwmmineaue 74 22 30.0 

ei maha eee s 10 7 70.0 
Gordon-Taylor™ ........... 11 4 36.0 


twenty-six medical fatalities, twenty-five being 
over forty years of age and over half being over 
sixty. Holman” attributes the higher mortality in 
the older individuals to their greater susceptibility 
to complications and to the higher incidence of 
arteriosclerosis with failure of the eroded vessels 
to retract. He also found that the increased mor- 
tality among the older patients was not related to 
the chronicity of the ulcer. 


The seriousness of recurrent episodes of mas- 
sive hemorrhage is stressed by Holman'®!* and 
Hunt.** The first hemorrhage also carries a con- 
siderable risk. Allen? reported a 45 per cent mor- 
tality from the first hemorrhage in his fatal cases. 
Blackford and Allen’ found that 77 per cent of 
their fatalities occurred during the first bleeding 
episode. 


The location of the ulcer is another factor in- 
fluencing the mortality. Sandusky and Mayo” 
report three series of cases, in addition to their 
own, in which the mortality rates were calculated 
separately for gastric and duodenal ulcers. Table 
I shows that the mortality rate for combined med- 
ical and surgical treatment in bleeding gastric ul- 
cer is five to eight times as great as that in bleed- 
ing duodenal ulcer. 

Difficulties arise in evaluating the risk of sur- 
gical intervention because the number of contribu- 
tions to the literature is small, and the statistical 
data are compiled upon patients with variable de- 
grees of hemorrhage. Finsterer™* was the first to 
show that in patients operated upon within forty- 
eight hours after the onset of hemorrhage, the 
mortality rate was significantly lower than in 
those patients operated upon later. Other reports 
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have recently appeared in the literature to substan- 
tiate the fact that the mortality rate decreases when 
the period of medical treatment is shortened. 
Table II clearly shows the lower mortality in early 
operation, many patients being operated upon 
within twenty-four hours of the onset of bleeding. 

Difficulty also arises when mortality figures of 
medical management are compared with surgical 
mortality rates. The two groups are not strictly 
comparable. Many patients operated upon early 
might have ceased bleeding had medical treatment 
been continued. Early operation can be justly 
criticized when performed on patients with only 
a moderate degree of acute hemorrhage. Con- 
versely, when operation is performed late, after a 
prolonged period of medical management has 
failed, or as a last resort, the surgical mortality 
rate may be exceedingly high. Such cases should 
not be reported in terms of mortality rates but in 
terms of lives saved. These cases represent pure 
salvage; that is, the patients would not have re- 
covered without operation. 


Etiology and Pathology 


Since the etiology of acute bleeding depends 
upon the presence of the ulcer, a definite underly- 
ing cause is unknown. Persistent slow bleeding 
and occasionally severe hemorrhage may be from 
the ulcer wall due to the erosion of small vessels 
in the submucosa or deeper layers of the stomach 
or duodenum. A massive hemorrhage can arise 
from a small anterior wall gastric or duodenal 
ulcer. The fact is well established that fatal 
hemorrhages are often due to penetrating posterior 
duodenal wall ulcers with erosion of larger ves- 
sels, such as the gastroduodenal and pancreatico- 
duodenal arteries. If the fatal bleeding is of gas- 
tric origin, the ulcers penetrate the gastrophepatic 
ligament or pancreas since they are usually located 
on the lesser curvature or posterior wall. They 
may produce an erosion of the right or left gastric 
arteries, and rarely of the splenic artery. 


The ulcer is usually deep and hard, with a base 
of dense fibrous scar tissue. In the base of the 
ulcer there may be a thickened sclerotic artery with 
a loosely attached occluding blood clot. The diges- 
tion and dislodgment of the blood clot will pro- 
duce recurrent episodes of bleeding. The sclerotic 
vessel surrounded by dense fibrous tissue in the 
ulcer base prevents retraction of the vessel and 
interferes with the natural mechanism of hemo- 
stasis. 
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Occasionally the source of bleeding is obscure 
and not visible to the surgeon but may be demon- 
strated by careful gross and microscopic examina- 
tion of the resected specimen. A gastritis is fre- 
quently associated with gastric and duodenal 
ulcers. Rarely, when the ulcer is not found, a 
severe antral gastritis with or without ulceration 
will be the source of bleeding. 


In 231 cases of sudden massive hemorrhage, 
Allen? found the lesions that caused the bleeding to 
be the following: duodenal ulcer, gastric ulcer, 
gastric carcinoma, esophageal varices, gastroje- 
junal ulcer, gastritis, and leiomyosarcoma. 


Diagnosis 
The problem of determining the source of 
bleeding may be a difficult one. As desperate as 
these cases may seem, every reasonable effort 
should be made to establish the diagnosis during 
the period of medical management and blood re- 
placement. 


The history may disclose a presumptive or a 
positive diagnosis of gastric or duodenal ulcer. A 
bleeding gastrojejunal ulcer is strongly consid- 
ered when the patient has had a previous gastro- 
enterostomy. A carefully taken history and a com- 
plete physical examination may suggest a gastric 
carcinoma or cirrhosis of the liver with bleeding 
esophageal varices. Useful information can be 
obtained from liver function tests within twenty- 
four hours. However, the diagnostic and thera- 
peutic problem is frequently so urgent that many 
of these procedures are not done. Gastroscopy 
may be dangerous, unwise, and often impossible. 
Heuer”® had three fatal cases of recurrent mas- 
sive hemorrhage follow fluoroscopic examination 
and is opposed to it. On the contrary, Hoerr, Dun- 
phy, and Gray,” and Amendola‘ advocate a swal- 
low of barium with fluoroscopic and x-ray exam- 
ination of the esophagus, stomach, and duodenum 
performed without palpation or pressure as a final 
diagnostic effort. Obviously, the patient should 
not be in shock during this examination. If neces- 
sary. the examination can be done during a blood 
transfusion. Allen? found the x-ray examination 
of the esophagus by the method of Schatzki of 
value in the diagnosis of esophageal varices. 
Fluoroscopic examination was performed in a few 
of our cases without dangerous consequences. 
Though the examination has obvious limitations, 
it helped in two cases to demonstrate lesions which 
were confirmed later. 
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Management 


The management of patients with massive 
hemorrhage from the stomach and duodenum re- 
quires teamwork and close observation by both 
the internist and the surgeon. Since the initial 
treatment is medical, the patients are admitted to 
the medical service of most hospitals. The great- 
est single advancement in medical therapy has 
been the liberal use of blood transfusions, with 
emphasis on complete blood replacement. The pa- 
tient’s appearance and reaction to the blood loss 
are noted. The pulse and blood pressure are taken 
at fifteen minute intervals and recorded. An at- 
tempt is made to ascertain the source of bleeding. 
If bleeding stops permanently, medical manage- 
ment is continued and elective surgical interven- 
tion is considered later, Further discussion of 
medical therapy is not a part of this review. 

To differentiate patients in whom the hemor- 
rhage is likely to prove fatal, or those needing 
surgical intervention, from those in whom it will 
cease under proper medical therapy, has proved 
most difficult. This is due to the variable course 
taken by these patients and the different reactions 
of patients to the blood loss. The course of the 
hemorrhage falls into two main groups: (1) in- 
termittent bleeding, and (2) continuous bleeding. 
There are periods of acute recurrent massive 
hemorrhage occurring in either group. Such a 
variable pattern in the course of a bleeding episode 
is a warning that a sudden fatality from ex- 
sanguination may occur at any time. 


Surgical Indications 


A clearer definition of the surgical indications 
is urgently needed. Which patient should be 
operated upon, and when should the operation be 
performed? These are the basic points in the 
management of these cases and remain most diffi- 
cult to solve. 

There are important factors in addition to the 
age of the patient and the duration of bleeding 
that help to determine which patient should be 
submitted to operation. These important criteria 
are the presence of syncope or shock, clinical evi- 
dence of persistent bleeding, and clinical evidence 
of acute recurrent episodes of massive hemor- 
thage. Patients who continue to bleed following 
a massive hemorrhage, and/or have a second mas- 
sive hemorrhage within a day or two, constitute a 
dangerous group in which sudden fatalities may 
oxeur despite desperate efforts to replace blood. 
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Persistent or recurrent shock is an exceedingly 
ominous sign associated with severe uncontrolled 
bleeding. 

Shock is present when tachycardia, hypotension, 
pallor, sweating, fainting, or cold clammy ex- 
tremities are observed. Shock may not be ap- 
parent until the pulse and blood pressure are 
taken after the patient has been in the upright 
position for a few minutes. 

When the patient is bleeding acutely and blood 
is being replaced, the hemoglobin, red cell, and 
hematocrit determinations are not reliable. On 
admission to the hospital and during an interval 
between bleeding, these determinations are more 
accurate estimations of the degree of exsanguina- 
tion. 

Hoerr, Dunphy, and Gray*’ have stressed the 
importance of the rate of hemorrhage. Their con- 
cept implies a time factor, and they believe that 
the rate of blood loss is more important than the 
quantity of blood loss. It is their opinion that pa- 
tients who fail to maintain a stable circulation 
despite continued transfusions of not more than 
500 cubic centimeters of blood every eight hours 
are considered to be in a state of exsanguinating 
hemorrhage. It is their belief that these are the 
patients upon whom surgery must be employed. 
Therefore, the rate of bleeding and recurrent syn- 
cope or shock are extremely valuable factors that 
should be considered in making the decision to 
operate. If operation is delayed in the presence of 
these ominous signs, the mere replacement of 
blood may fail to fortify the patient to withstand 
a major operative procedure. 

Hoerr, Dunphy, and Gray*’ believe that im- 
mediate transfusion and early operation is justi- 
fiable in selected young patients in good condition 
who are bleeding moderately. This plan not only 
checks the bleeding but also provides the correc- 
tive subtotal gastrectomy. If such a patient is 
seen late in the course of a hemorrhage, it is wiser 
to apply the previously mentioned criteria for 
operation. 

When the decision to operate is made, the pa- 
tient is prepared for emergency operation by rapid 
and massive blood transfusions and transfusion is 
continued throughout the operative procedure. 


Operative Procedures 


Palliative operative procedures to control 
hemorrhage such as ligation of the larger arteries 
supplying the ulcer, and ligation of the bleeding 
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vessel in the base of the ulcer by transfixion or 
encircling sutures have not proved uniformly suc- 
cessful when used as the sole measure to control 
hemorrhage. Following suture of the bleeding ves- 
sel in the ulcer base, the ligature may cut through 
or be digested, resulting in a recurrence of hemor- 
rhage during the first or second week after opera- 
tion. When an active bleeding point is found in 
a non-resectable, penetrating ulcer, ligation of the 
vessel for the immediate arrest of hemorrhage is 
a valuable adjunct to subtotal gastrectomy. 

When the bleeding ulcer is located high on the 
lesser curvature of the stomach, Heuer’ prefers 
local excision of the ulcer rather than ligation be- 
cause it is a better procedure for permanently 
controlling the hemorrhage. Gastric and duodenal 
ulcers adjacent to the pyloris cannot be excised 
locally and repaired without the danger of ob- 
struction, which necessitates an additional pro- 
cedure, preferably a gastrojejunal anastomosis. 
In these cases he recommends subtotal gastrec- 
tomy. 

Amendola‘ believes that with adequate blood 
transfusion and modern anesthesia, a patient who 
cannot be safely conditioned for major gastric 
surgery should not be subjected to the added risk 
of an operative procedure. Subtotal gastrectomy 
with excision of the ulcer is the procedure of 
choice from the standpoint of controlling hemor- 
rhage and permanently curing the patient. 

Situations arise in which a large, fixed pene- 
trating ulcer located on the posterior wall of the 
duodenum or stomach cannot be excised. The ad- 
hesions and firm fixation of these ulcers to the 
pancreas and the common bile duct make their re- 
moval hazardous and increases the risk of the 
operation. A fixed penetrating posterior duodenal 
wall ulcer may be excluded, left in situ, and the 
duodenum proximal to the ulcer closed by em- 
ploying the technique of Wangensteen.2® When 
the ulcer is near the line of resection, making the 
duodenum difficult to close, Wangensteen”* prefers 
to seal the posterior duodenal perforation by 
suturing the anterior wall of the duodenum to the 
edge of the fixed posterior wall and capsule of 
the pancreas so as to roll the anterior wall into 
the perforation and pancreas. The exclusion 
operation is then followed by subtotal gastrectomy. 
If the penetrating posterior duodenal wall ulcer is 
not resectable and is located high, immediately 
adjacent to the pylorus, the ulcer base may be left 
behind and the resection performed around it. 
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The duodenum distal to the ulcer is then mobi- 
lized sufficiently to permit adequate closure of the 
duodenal stump. In such cases the technique of 
Judin reported by Gordon-Taylor™ has been rec- 
ommended as an alternate procedure for closing 
the duodenal stump. In Judin’s technique the 
duodenum is freed from the base of the pene- 
trating ulcer and closed into a conical form with a 
continuous suture. The cone is converted into a 
snail-like form which is employed as a tampon of 
the ulcer base as it is sutured to the capsule of 
the pancreas. The closure of the duodenum in 
any of the penetrating ulcers may result in an ex- 
ceedingly difficult and laborious task. A wiser 
choice may be a transection of the stomach 4 or 
5 centimeters proximal to the pylorus, excision 
of the antral mucosa, and closure of the pylorus 
and gastric stump according to the technique of 
Wangensteen.*° McNealy** advocates _plicating 
or folding in the anterior wall of the duodenum 
so as to act as a tampon to the ulcer crater. Mc- 
Kittrick** uses a two-stage operation in some of 
these difficult cases. He removes the gastric an- 
trum at a second stage following the performance, 
in selected cases, of a first-stage exclusion and 
partial gastrectomy. When a large gastric ulcer 
penetrates the pancreas and is not resectable, the 
ulcer can be left behind and a subtotal gastric 
resection performed around it. 


A controversial therapeutic problem-arises when 
the source of bleeding cannot be found after a 
careful exploration of the gastrointestinal tract. 
Amendola‘ believes that if the source of bleeding 
cannot be found after thorough inspection of the 
duodenal and gastric mucosa, the stomach and 
duodenum should simply be closed without fur- 
ther operative procedure. A small ulcer high on 
the lesser curvature or low in the duodenum may 
be overlooked by this method of examination. 
Wangensteen** has observed small posterior duo- 
denal wall ulcers that cannot be felt or seen until 
the duodenum is separated from the pancreas. 
These occult posterior duodenal wall ulcers should 
be considered in cases where the cause of gas- 
trointestinal hemorrhage remains obscure. In 
Wangensteen’s* Listerian Lecture, cases of mas- 
sive hemorrhage were cited which were due to 
superficial gastric erosion, arterial thrombosis of 
a gastric vessel, or ulcerative gastritis. In the 
presence of the acid-peptic digestive activity of 
the gastric juice, these lesions have been observed 
to be the source of bleeding. Wangensteen* states 
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that occult hemorrhage from the alimentary canal 
frequently has its origin in the stomach and rec- 
ommends subtotal gastric resection as the thera- 
peutic measure in many such instances. There- 
fore, subtotal gastrectomy may be indicated purely 
on the basis that the stomach and duodenum are 
the most likely sites of obscure, occult hemorrhage. 
Many surgeons may criticize or question the ad- 
visability of doing so formidable a procedure on 
such meager indications. In all probability an un- 
necessary gastrectomy may be eventually done 
when this plan is followed, but, in the end, more 
lives may be saved. 


Review of Cases 


Although the number of cases of massive 
hemorrhage treated by emergency subtotal gas- 
trectomy at the Minneapolis Veterans’ Hospital 
over a three-year period from 1946 to 1949 is 
small, a total of twenty-three cases, there are cer- 
tain instructive clinical points of interest shown in 
the following review. 


A. Sex 
All or 100 per cent of the patients were males. 
Such a sex incidence is to be expected in a hospital 
of this type. 
B. Age 
Range, 24 years to 72 years 
Average age—47.2 years 
Under 45 years of age, 10 cases—43.5% 
Over 45 years of age, 13 cases—56.5% 
C. History of Uulcer 
Positive, 13 cases—56 :5% 
Suggestive, 7 cases—30.4% 
None, 3 cases—13.1% 
D. History of Massive Hemorrhages 
First hemorrhage, 16 cases—69.5% 
Second hemorrhage, 4 cases—17.4% 
Third hemorrhage, 3 cases—13.1% 
E. Lowest Hemoglobin and Red Cell Determinations 


A hemoglobin of 8.8 grams or a red cell count of 


2,500,000 and over, 13 cases—56.5% 
Under that amount, 10 cases—43.5% 
F. Duration of Bleeding Preoperatively 
Range, 12 hours to 32 days 
Under 48 hours, 6 cases—26.1% 
Over 48 hours, 17 cases—73.9% 
G. Shock 
One episode of shock, 15 cases—65.2% 
Two episodes of shock, 8 cases—34.8% 
Amount of Blood Préoperatively 
Range, 1,000 c.c. to 8,500 c.c. 
Average, 3,826 c.c. 
I. Amount of Blood During Operation 
Range, 100 c.c. to 2,500 c.c. 
Average, 1,383 c.c. 
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J. Classification or Group 
Exsanguinating hemorrhage, 15 casés—65.2% 
Severe hemorrhage, 6 cases—26.1% 
Moderate hemorrhage, 2 cases—8.7% 
K. Site of Bleeding 
Duodenal ulcer, 11 cases—47.8% 
Gastric ulcer, 8 cases—34.7% 
Gastritis, 3 cases—13.1% 
Undetermined, 1 case—4.4% 
L. Operative Procedure 
Subtotal gastrectomy, excision of ulcer, or source 
of bleeding, 13 cases—56.5% 
Subtotal gastrectomy, exclusion of ulcer, 9 cases— 
39.1% 
Subtotal gastrectomy, site undetermined, 1 case— 
44% ° 
M. Complications 
Five complications in 5 cases—21.7% 
1. Phlebothrombosis left leg, ligation of left super- 
ficial femoral vein 
2. Partial wound disruption, secondary closure of 
the wound 
3. Wound infection 
4. Hepatitis, homologous serum jaundice follow- 
ing administration of plasma for shock by the 
patient’s local physician before admission to the 
hospital 
Postoperative hemorrhage for 24 hours, stopped 
spontaneously 
N. Mortality Results : 
Mortality, all cases—23 cases, 2 deaths—8.7% 
Mortality, exsanguinating cases, 15 cases, 1 death— 
6.7% 
Mortality, moderate and severe cases, 8 cases, 1 
death—12.5% 
Mortality according to age: 
Under 45 years, 10 cases, no deaths 
Over 45 years, 13 cases, 2 deaths—15.4% 
Mortality according to time of operation: 
Early operation (under 48 hours) 6 cases, 1 


ul 


death—16.7% 
Late operation (over 48 hours) 17 cases, 1 death— 
5.9% 


O. Causes of Death 
First case—Atelectasis, peritonitis, toxemia, shock 
(no autopsy) 
Second case—Luetic aortitis, heart block, sudden 
death on operating table—(autopsy) 


Discussion of Cases 


With the exception of two cases of moderate 
hemorrhage, all cases in this report were examples 
of severe and exsanguinating hemorrhage. The 
indications for operation in these patients were in- 
dividualized, based on the degree and rate of 
hemorrhage. Syncope or a period of hypotension 
and tachycardia constituted shock, which was an 
important sign and was present in all patients. 
Recurrent shock was the most valuable single sign. 
Failure to stabilize the circulation with 500 cubic 
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TABLE III. 
Massive | Lowest Duration 
No. | Admission | Age| History of Uleer | Hemor- Hgb Shock of Pre- Blood Given | Blood During Classification 
B 4 : 
Sex rhages RBC operative | Preoperatively Operation 
Hematocrit Bleeding 
3, 4/25/46 ss Suggestive First Pr ems. (33%) | Once 32 days 5,000 cc. 2,000 ce. Exsanguinating 
9 million 
2. | 7/15/46 | 49 | Positive First | 11.2 gms. (72%)| Twice | 36 hours | 2,500cc. blood} 1,000cc. | Exsanguinating 
M 3.3 million 1,000 ec. plasma 
3. 9/15/46 ° None First 4. 2 =~ Twice | 22 days 7,500 cc. 1,500 cc. Exsanguinating 
1.5 million 
4. 3/10/47 = Positive First rr om. @ (54.2%)| Once 15 days 1,000 ce. 1,500 ce. Severe “a 
} 8 
29% 
5. 3/25/47 | 55 | Suggestive First 11.2 gms. (72%) | Twice 84 hours 3,500 ec. 1,500 ce. Exsanguinating 
M _— 
6. 4/5/47 - Positive First . 27 7 (52%) | Twice | 6 days 2,500 cc. 2,500 ce. Severe 
million 
7. 5/26/47 9 Suggestive First o = (63%) | Twice | 48 hours 2,000 ce. 1,200 ce. Exsanguinating 
3.1 million 
8. 6/25/47 | 57 | Positive First 12.6 —_. (81%) | Once— | 18 hours 4,000 ce. 2,000 ce. Exsanguinating 
M 4. million pro- 
39. % longed 
9. 8/4/47 36 | Positive Third 5.3 g gms: (34%) | Once 4 days 3,500 ee. 1,500 ce. Exsanguinating 
M 1.6 million 
28.% 
10. 10/4/47 a Suggestive First z z ems. (49%) | Once 7 days 3,000 cc. 1,500 ee. Severe 
I million 
11. i. None First 8.8 gms. (56%) Twice 6 days 8,500 ce. 1,000 cc. Exsanguinating 
N = 
Service — | 
12. 2/13/48 4 Positive First 8.8 gms. (56% Once | 24 hours 2,500 ce. 100 ce. Severe 
} 3.3 million 
30. % | 
13. 2/13/48 +4 Suggestive Second 26 — (24.8%)| Once 10 days 4,000 ce. 2,000 ce. Exsanguinating 
. million 
13.% 
14. 4/24/48 2 Positive Second | 10. gms. (65%) | Once 9 days 2,000 ce. 1,000 ce. Severe 
} 3. illi | 
< wo | 
— — | = ————D 
15. 5/13/48 ° pn sa First Ze -_ Twice 14 days | 6,000 ce. 1,500 ce. Exsanguinating 
I perforation) 2.7 million 
21.% 
| 
16. 6/3/48 26 | Positive Second | 10. gms. Once 4 days 2,000 cc. 1,000 ce. Moderate 
M _— 
31.% 
ae =a | er gg 
17. 6/10/48 s Positive First 9. pme Once 5 days 5,000 ce. 1,500 ce. Exsanguinating 
I (gastro- 2.7 million 
enterostomy ) 7% 
18. 6/11/48 | 72 | Positive Third 12. gms. Once 58 hours 5,000 ce. 1,000 ee. Exsanguinating 
M — 
19. 2/2/49 A None First 9.7 gms. (62%) | Once 12 hours 2,000 ce. 1,500 ce. ~ Moderate 
N ao 
| 30. % 
— —_—— ee | _ —— 
20. | 2/3/49 rf Positive Second | 10. gms. Once 26 hours 3,500 ce. 1,000 ce. Exsanguinating 
: es 
21. | 2/8/49 39 | Suggestive First 6. gms. Twice 6 days 5,000 ce. 1,500 ce. | Exsanguinating 
M | 2.5 million 
| | 25. % | 
22. 3/4/49 32 | Suggestive Third 9.3 gms. Once 6 days 4,000 cc. 1,500 ce. Exsanguinating 
M 3.8 million 3,000 ce. post- 
40.% operative 
23. 3/20/49 4 Positive | None 8.2 gms. Once 6 days 3,000 ce. 1,000 cc. Severe 
io 
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TABLE III. 






















































































Surgical Indications Bleeding Site Operative Procedure Result Complications Comments 
Severe hemorrhage, improved, | Gastric ulcer | Subtotal gastrectomy Recovered Phlebothrombosis, _ None 
Massive hemorrhage, persist- Excision of ulcer ligation left superficial 
ent hematemesis and melena 5/4/46 femoral vein 
Sudden massive hemorrhage Duodenal ulcer| Subtotal gastrectomy Recovered Partial wound disrup- Ulcer inspected, 
Persistent bleeding Excision of ulcer tion, secondary closure stopped bleeding. 
Second massive hemorrhage 7/16/46 
Massive hemorrhage, stopped | Subacute Subtotal eotveene. " Recovered None Focal mucosal and 
Massive hemorrhage, stopped diffuse. Excision areas submucosal areas of 
Third massive hemorrhage gastritis hemorrhage 0/4/46 hemorrhage 
and persistent bleeding 
Persistent melena— Gastric ulcer Subtotal gastrectomy Recovered None Vessel in ulcer base 
Sudden severe hemorrhage Excision of ulcer 
and shock 3/19/47 
Massive hemorrhage, bleeding Gastric ulcer Subtotal gastrectomy Recovered Wound infection Artery in ulcer crater 
subsided Excision of ulcer 
Second massive hemorrhage 3/28/47 
and shock 
Severe melena, stopped bleeding| Severe Subtotal gastrectomy Recovered None None 
Recurrent melena and shock antral | Excision bleeding area 
gastritis 4/11/47 
Massive hemorrhage, — Gastric ulcer Subtotal gastrectomy Recovered None Artery in ulcer base 
Persistent hematemesis, Excision of ulcer 
melena and shock 5/28/47 
Sudden severe massive Gastric ulcer | Subtotal gastrectomy Recovered None Massive hemorrhage 8 
hematemesis, melena, and Excision of ulcer days after closure of 
shock 7/3/47 perforated ulcer. Blood 
clot found in ulcer crater. 
Persistent melena— Gastric ulcer Subtctal gastrectomy Recovered None None 
Massive hemorrhage and shock —, of ulcer 
8/7/47 
Persistent melena, and Duodenal ulcer| Subtctal gastrectomy Recovered None None 
mild shock Exclusion of ulcer 
10/10/47 
Persistent hematemesis and Gastric ulcer Subtotal gastrectomy Recovered None Negative operative find- 
melena Excision of ulcer ings, Pathologist—small 
Massive hemorrhage and shock 2/10/47 ulcer with vessel in crater 
Persistent massive hema- Duodenal ulcer| Subtotal gastrectomy |Died on table.} — Posterior wall ulcer in- 
temesis, melena and shock Exclusion of ulcer Luetic aortitis spected, not bleeding. 
2/13/48 & heart block, Large amount blood 
autopsy given preoperatively. 
Persistent severe melena Duodenal ulcer| Subtotal gastrectomy Recovered None None 
Exclusion of ulcer 
2/16/48 
Persistent moderate hema- Duodenal ulcer| Subtotal gastrectomy Recovered None Duodenum opened, ulcer 
temesis, melena, and shock Exclusion of ulcer not bleeding 
4/26/48 
Massive hemorrhage, persist- Duodenal ulcer| Subtctal gastrectomy Recovered Hepatitis, homologous Duodenum opened, ulcer 
ent hematemesis and melena, Exclusion of ulcer serum jaundice following | not bleeding—healed 
Second massive hemorrhage 5/20/48 plasmagivenbylocalM.D. | gastric ulcer. 
and shock 
Persistent melena and shock Duodenal ulcer| Subtotal gastrectomy Recovered None See text— 
Excision of ulcer 
6/7/48 
Persistent hematemesis, Duodenal ulcer} Subtotal gastrectomy Died—3rd Atelectasis, peritonitis, Gastrojejunal ulcer 
melena and shock Exclusion of ulcer P.O. day shock, no autopsy healed. 
6/12/48 
Persistent hematemesis, Duodenal ulcer} Subtotal gastrectomy Recovered None Duodenum opened, ulcer 
melena, and shock Exclusion of ulcer not bleeding. 
6/13/48 
Massive hemorrhage following | Severe Subtotal gastrectomy Recovered None Suspected granulomatous 
gastroscopy, suspected antral Exgision of ulcerations lesion at operation. Path. 
gastric neoplasm by x-ray gastritis 2/11/49 report: acute suppuration ! 
and superficial ulceration. 
Massive hemorrhage, Duodenal ulcer} Subtotal gastrectomy Recovered None Alcoholic, fatty liver, 
Persistent hematemesis and exclusion of ulcer no portal hypertension. 
melena 2/4/49 
Massive hemorrhage, ceased Duodenal ulcer| Subtotal gastrectomy Recovered None None 
bleeding. Second massive Excision of ulcer 
hematemesis, melena and shock 2/11/49 
Massive hematemesis, persist- | Undetermined | Subtotal gastrectomy Recovered Bled postoperatively None 
tent melena, and shock 3/10/49 24 hours, probably from 
. the anastomosis. 
Persistent melena, mild Gastric ulcer Subtotal gastrectomy Recovered None Duodenal ulcer present, 


hematemesis. 





Shortage AB rh-blood 





Excision of ulcer 
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centimeters of blood every eight hours indicated 
a dangerous rate of bleeding and provided a defi- 
nite surgical indication. 

Hemoglobin, red cell and hematocrit determina- 
tions were of value in estimating the state of ex- 
sanguination on admission to the hospital and be- 
tween episodes of severe bleeding. During periods 
of massive hemorrhage and liberal blood replace- 
ment with rapid changes in blood volume, these 
determinations were less reliable measurements of 
the degree of hemorrhage, and were often not 
calculated during periods of severe bleeding. 

The age of the patient was considered an im- 
portant factor, although the selection of the pa- 
tients for operation was not based on this factor 
alone, as is shown by the fact that 43.5 per cent 
of the patients were under 45 years of age. One 
must remember that the younger patient occasion- 
ally dies from massive hemorrhage. Hoerr, Dun- 
phy, and Gray*’ believe the important point con- 
cerning older patients is that they are more likely 
to develop an exsanguinating hemorrhage and 
need closer observation on this account. If the 
bleeding is not exsanguinating in character, it is 
equally important to avoid the risk of unnecessary 
surgical procedures in the older patient. There- 
fore, the fact that the patient is past middle life 
is not an absolute indication for prompt operation 
but a warning that there is greater danger of an 
exsanguinating hemorrhage. 

The duration of bleeding was a factor of less 
importance in this series, since 73.9 per cent of 
the patients were operated upon after Finsterer’s 
forty-eight hour period had passed. The longer 
interval of bleeding is explicable solely on the 
striking dissimilarity and wide variations in the 
degree of hemorrhage in these patients. Some pa- 
tients bled slowly for days and then had a mas- 
sive hemorrhage. Others had a massive hemor- 
rhage, stopped bleeding for a few days, and had 
a second massive hemorrhage. The decision to 
operate within forty-eight hours is a difficult one 
to make since the fatal type of hemorrhage can- 
not always be differentiated from bleeding which 
will stop with nonoperative measures. Our pa- 
tients were selected for operation after careful 
consideration of all the important factors and in- 
dications for operative intervention, with em- 
phasis on the individual behavior pattern of each 
patient. 

Subtotal gastrectomy, with removal of about 75 
per cent of the stomach including the pylorus, was 
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performed in all of the patients. This procedure 
was selected as the one most likely to succeed in 
controlling hemorrhage and curing the patient. 
The source of bleeding was removed in thirteen 
cases. Nine duodenal ulcers were treated by ex- 
clusion. They were judged to be technically too 
difficult to remove without dangerously increasing 
the risk of the operation. It is well known that 
bleeding stops when the exclusion operation is per- 
formed, as it did in all of our cases. Diversion of 
the gastric secretions from the ulcer will prevent 
repeated digestion of the blood clot and intermit- 
tent hemorrhage. The ulcer, unmolested, eventual- 
ly heals. 


Subtotal gastrectomy for massive hemorrhage 
is a formidable procedure and should not be at- 
tempted by untrained surgeons or performed in 
hospitals inadequately staffed or equipped to cope 
with this emergency. Our patients were operated 
upon by the chief surgeon, consulting surgeon, 
or the senior surgical resident of the hospital. 
The patients were quite well prepared for the 
emergency operation as judged by our present-day 
standards. The blood loss was corrected by mas- 
sive transfusions prior to operation and the an- 
esthesia preparation was adequate. In a few pa- 
tients the intestinal tract, which was usually full 
of blood, was distended with gas, One patient had 
a greatly distended transverse colon which inter- 
fered with the surgical procedure. The colon was 
decompressed aseptically and the operation was 
continued uneventfully. 


The favorable mortality rate in our series is 
due to the excellent anesthesia administered by 
trained anesthetists, a carefully executed opera- 
tion, and the employment of the recent advances 
in postoperative management. The anesthesia 
used was a mixture of pentothal-curare supple- 
mented with endotracheal nitrous oxide and 50 
per cent oxygen as advocated by Baird, Johnson, 
and Van Bergen.’ Intragastric siphonage was 
maintained throughout the operation and, post- 
operatively,.until normal peristalsis returned. A 
large left subcostal incision was used. The re- 
section was done according to the technique rec- 
ommended by Wangensteen.”*:?° Bowel continuity 
was reestablished by an end-to-side gastrojejunos- 
tomy, utilizing a short afferent loop, retrocolic, 
antiperistaltic, Hofmeister-Polya, 6 centimeter, 
aseptic anastomosis. Interrupted, fine, nonab- 
sorbable suture material was used throughout, in- 
cluding the closure of the abdominal wound. One 
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gram of streptomycin and one million units of 
penicillin in solution were injected into the peri- 
toneal cavity. Blood was administered throughout 
the operation and whenever it was needed post- 
operatively. Electrolytes, vitamins, protein, strep- 
tomycin, and penicillin were given postoperatively. 
Early ambulation was practiced. A bland diet was 
usually started on the fourth postoperative day. 
The patients were weighed each day and main- 
tained in a balanced state of hydration. 

In a few cases the aseptic technique was broken, 
momentarily, when the duodenum was opened to 
inspect the posterior wall for active bleeding. Of 
the few patients inspected in this manner, no pa- 
tient was found to be bleeding actively during the 
operation. Had such a bleeding point been en- 
countered, transfixion and ligation of the vessel 
would have been done for immediate control of 
the hemorrhage. Some of the resected gastric ul- 
cers showed an eroded vessel in the base of the 
ulcer. Now and then the vessel was occluded by a 
blood clot or an early thrombus. 

During the three-year period of this study, two 
deaths occurred from massive hemorrhage of ulcer 
origin on the medical service of this hospital ac- 
cording to Ebert.'? One death was that of an or- 
derly who refused operation. The second death 
was in a case of meningiovascular syphilis with 
cerebral thrombosis. The patient was admitted in 
coma and died within a few hours. 

In the series operated upon, one death was due 
to luetic aortitis. Heart block occurred during the 
operation and the patient died on the table. The 
second patient died of atelectasis, peritonitis, and 
toxemia three days after the operation. The previ- 
ous gastroenterostomy in this patient was difficult 
to take down. The operation was long, arduous, 
and was not performed aseptically. 

A few patients. with severe hemorrhage in this 
series might have recovered without operation. 
Unquestionably, the two patients with moderate 
hemorrhage would have recovered without opera- 
tion. They were young, healthy males, with early 
moderate hemorrhage. The operation was done 
not only to check the bleeding but to provide the 
corrective gastrectomy. In one patient, the pre- 
operative diagnosis was probable neoplasm. The 
source of bleeding later proved to be ‘a chronic 
antral gastritis with suppurative inflammation and 
superficial ulceration. Three patients with hemor- 
thage due to gastritis were cured by subtotal gas- 
trectomy. At least one of these patients was in 
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such a precarious condition that a fatal outcome 
seemed inevitable without operation. 


Whether any of the exsanguinated patients 
would have lived without surgical intervention is 
not known. Based on a study of the individual 
records, the surgical recoveries represent pure 
salvage, that is, the patients would not have re- 
covered without operation. Furthermore, opera- 
tion was resorted to after medical treatment had 
failed. For these reasons, surgical and medical 
mortality rates are not comparable. One death in 
fifteen exsanguinated patients, a mortality rate of 
6.7 per cent, indicates that our present plan of 
surgical management has merit, is relatively safe, 
and should be continued. 


Summary and Conclusions 


1. The majority of patients with severe gastric 
and duodenal hemorrhages will recover if treated 
conservatively by proper medical management. 
However, approximately 5 to 10 per cent of pa- 
tients treated conservatively for massive hemor- 
rhage of ulcer origin will have a fatal termination. 

2. The incidence of death in bleeding gastric 
ulcer is higher than in bleeding duodenal ulcer. 

3. There appears to be a direct relationship be- 
tween the duration of the bleeding and the age of 
the patient to the mortality rate. The increased 
mortality is noted in patients bleeding longer than 
forty-eight hours and in patients over forty-five 
years of age. 

4. The more serious massive hemorrhages are 
arterial in origin and arise usually from the gas- 
troduodenal, pancreaticoduodenal, and the right or 
left gastric arteries or their major branches. 

5. The indications for stirgical intervention 
must be individualized and conservative in order 
to avoid unnecessary operation. The duration of 
bleeding and the age factors are important ; how- 
ever, greater emphasis is being placed on the selec- 
tion of patients for operation according to the rate 
of bleeding, recurrent hemorrhage, and _ shock. 
The failure to maintain a stable circulation with 
a transfusion of 500 cubic centimeters of blood 
every eight hours indicates an exsanguinating type 
of hemorrhage. These are the patients in whom 
operation is most often employed after the cir- 
culation is stabilized by massive transfusions. 

6. The operation of choice is a subtotal gas- 
tric resection with removal of the ulcer. If it ap- 
pears impossible to resect the ulcer, subtotal gas- 
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trectomy with exclusion of the ulcer will control 
hemorrhage and cure the patient. 

7. With the exception of early operation, the 
mortality rate of emergency surgery in massive 
gastric and duodenal hemorrhage of ulcer origin 
has been high. Since the operative procedure is 
employed after medical management has failed 
and as a last resort to save life, surgical mortality 
should not be compared with the mortality of med- 
ical management. 

8. Twenty-three patients with massive hemor- 
rhage were reported with two deaths, a mortality 
rate of 8.7 per cent for the entire group. There 
were fifteen patients with exsanguinating hemor- 
rhages with one death, a mortality rate of 6.7 per 
cent. The one death in the exsanguinating group 
was an operative death from peritonitis following 
a difficult resection in the presence of an old gas- 
troenterostomy. The one death in the group with 
severe massive hemorrhage was an unavoidable 
cardiac death from luetic aortitis and heart block 
that occurred on the operating table. Although 
this series is small, the mortality rate is low and 
is due to the recent improvement in anesthesia, 
surgical technique, and postoperative care. 
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SOCIALISTIC MEDICINE COSTS BRITAIN MORE THAN SEVEN TIMES COLLECTIONS 


Britain’s socialistic provision for free medical and 
dental care for its citizens now costs that country 300 
million pounds sterling annually, or about twice the 
amount originally estimated by the proponents of this 
paternal plan, Aneurin Bevan, Minister of Health, has 
admitted. 

Minister Bevan explained that one of the reasons why 
the cost of the health service the first year was so much 
higher than had been estimated, is the fees paid to 
physicians were in certain cases raised above the level 
originally scheduled. However, the chief cause of the 
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high cost of the socialistic scheme was the overwhelm- 
ing use made of it by the public. Overnight, doctors, 
dentists, oculists, pharmacists and the hospitals became 
very popular with the people as health service became 
“free” and everyone wanted all they could get. In the 
first year 187 million prescriptions were dispensed free, 
5,260,000 requests for eye-glasses were’ supplied and the 
year’s end found 3,000,000 more on order, dentists took 
care of 8,500,000 free patients, and 5,071 wigs were sup- 
plied to baldheaded folk.—/nsurance Economics S: urveys. 
February, 1950. 
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DISSECTING ANEURYSM OF THE AORTA 


Report of a Case Diagnosed Two and One-half Years Before Death 
By Rupture 


J. S. BLUMENTHAL, M.D., F.A.C.P. 
Minneapolis, Minnesota 


HERE ARE few more dramatic episodes in 

the field of medicine than that produced by a 
dissecting aneurysm of the aorta. Males are most 
frequently affected. Baer and Goldburgh? report 
that 65 per cent of their forty-four patients were 
men, while Schlichter, Amromin and Solway” re- 
port eleven of fourteen cases as being of the same 
sex. The age incidence varied greatly, between 
twenty-six and seventy, with an average of about 
fifty-three years. 

Pain is the most conspicuous feature of the on- 
set of the condition—sharp, shifting, severe. It is 
usually correlated with the extent and location of 
the dissection. Collapse and sudden death often 
with rupture frequently ensues. Occasionally 
there is no pain. Dyspnea is usually prominent. 
Agitation, convulsions and other neurological 
signs may suggest that the central nervous system 
is involved.*® 

Physical findings are extremely varied. Fever 
and tachyeardia usually develop if the patient sur- 
vives the initial attack. Hypertension may be 
present but is not nearly as common as frequently 
asserted, especially in the younger age group. 
Baer and Goldburgh? report that only 58 per cent 
of their series had a high blood pressure. Schlich- 
ter’* reports that only one in fourteen had a defi- 
nite history of long-standing hypertension. Four 
of these fourteen had an elevation of the systolic 
and diastolic blood pressure only after the onset 
of dissection ; the systolic blood pressure only was 
elevated in two additional cases and the diastolic 
blood pressure only in two others. Differences in 
the pressure in the arms, as in the case presently 
reported, may be present and very helpful in diag- 
nosis. 

Cardiac failure or myocardial infarction are 
often suggested not only by the history but by the 
physical and laboratory findings, Cardiac enlarge- 
ments with decompensation, murmurs, gallop 
thyihm, faint heart tones, tachycardia, and fric- 
tion rubs are very frequently present and as fre- 
quently confusing.’* Dilatation and/or deformity 
of the aortic ring may give the diastolic murmur 
of aortic regurgitation, and in a patient who had 
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not shown this before, give a very helpful hint to 
the true condition.® 

In the patient who survives the initial episode, 
many confusing symptoms, signs and findings 
may be presented. Frequent erroneous diagnoses 
are hypertensive heart disease, coronary sclerosis 
and cardiac failure.* Involvement of the spinal 
cord may give paralysis.’* The increasing mental 
confusion, weakness and even physical findings 
may point to a cerebrovascular accident.’® Thora- 
centesis is frequently done for suspected cardiac, 
tuberculous or even pneumonic pleural effusion. 
Gastrointestinal symptoms with nausea, vomiting, 
abdominal pain and rigidity often suggest an 
acute surgical abdomen. The point of dissection 
may simulate a renal syndrome with back-pain and 
hematuria.® 


Laboratory findings are of little assistance. The 
white blood counts vary greatly up to 30,000. Al- 
buminuria, hematuria and casts are common. 
Roentgenograms of the thorax are a great help in 
showing the increased aortic shadow but are too 
often not diagnostic. Fluoroscopy, if possible, is 
of the greatest assistance in showing the large 
pulsating aneurysm. The chief value of the elec- 
trocardiogram would seem to be in the differen- 
tiation from an acute myocardial infarction. This 
is, however, a false assumption, as the anoxia re- 
sulting from the episode results in changes in the 
tracing, which, as in our case, cannot be differen- 
tiated from a true infarction. This may be so 
even when the coronary vessels are not at all in- 
involved. In the series reported by Schlichter,’? 
of eight cases in which tracings were taken, one 
was normal, four showed left heart strain, one 
showed nonspecific changes, and two showed 
changes of possible recent infarction. Weiss,?* 
Wainwright,* and Baer and Goldburgh? have re- 
ported cases in which dissection extended into the 
coronary arteries with occlusion and resultant 
infarction. In other words, the electrocardiogram 
shows the usual results of interference with the 
blood supply of the affected area and does not 
necessarily mean a true thrombosis. 


The prognosis in dissecting aneurysm is poor. 
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While it has been stated"* that 10 per cent of them 


will heal, and a case has been reported with a . 


survival of four years,” the literature gives a very 
gloomy picture as to life expectancy in cases with 


tg Neng erg cary, tg ety Nc ety, ee 





Fig. 1. Elevated ST1, ST:2, left preponderance, ventricular 
extra systoles suggestive of an anterior thrombosis. 


really severe episodes of dissection. Varying sur- 
gical procedures'' have and are being tried with 
conflicting claims, but as yet no definite conclu- 
sions have been reached. 

Healing of this lesion depends, of course, on the 
extent of the collateral circulation and the extent 
of dissection. The very separation of the aortic 
wall from its blood supply is conducive to the ex- 
tension of the aneurysm." 

Since the articles by Gesell’ and Erdheim,* 
anoxia of the media of the aorta has been impli- 
cated as the cause of dissecting aneurysm. The 
local ischemia may be due, as pointed out by 
Schlichter,'* to occlusive disease of the vaso vaso- 
rum, alterations of the hemodynamics of the vaso 
vasorym, severe anemia, congenital abnormalities 
of the vaso vasorum, or any combination of these 
factors. The predilection of dissecting aneurysm, 
and especially those that rupture, for the ascend- 
ing aorta may be due to the fact that that part 
of the aorta is much more mobile and gets 
the greatest strain of the blood stream as it is 
pumped from the left ventricle. Beyond this, the 
ascending aorta is not supported and surrounded 
by connective tissue and other organs which pro- 
tect and absorb some of the impact. The aorta be- 
yond the ascending also has frequent ostia which 
may provide more nourishment to the aortic wall 
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directly. Primarily the destruction of the aortic 
media is the outstanding feature though other 
factors may play a part. Hypertension* may be 
very important in some cases by causing intimal 
changes in the small arteries, including the vaso 
vasorum, with resultant ischemia to portions of 
the aorta and medionecrosis. Vasoconstriction of 
nutrient vessels of the aortic wall may be a factor. 
Once the process is established, even in people 
with normal blood pressure, transient high blood 
pressure caused by emotional or physical strain 
may be enough to cause the dissection, increase 
the spread, or even rupture the wall. 


Case Report 


C. P., a white man, aged fifty-three, was first admitted 
to St. Andrews Hospital on February 22, 1947, with com- 
plaints of epigastric pain radiating to the right shoulder. 
The pain had started on February 20 and increased in 
severity, in spite of pills given by a doctor, until it had 
become of great intensity. He was nauseated but did 
not vomit, and his abdomen had become very hard, and 
the pain then involved his whole right chest and abdomen. 
He recalled similar, mild episodes for several years. 

On admission, the man was in evident great distress. 
Pulse was regular at 100. The blood pressure was 130/80 
in the left arm but was not obtainable in the right arm— 
a significant finding, as noted by Dr. Harry Johnson on 
admission, which gave the first real clue as to the true 
diagnosis. Heart tones were faint but no murmurs were 
heard. The abdomen was rigid on the right, but there 
was tenderness in both lower quadrants of the abdomen, 
to the extent that on admission a diagnosis of a possible 
acute surgical abdomen was entertained by the surgeon. 
There were diminished breath sounds in the left base of 
the lung. Temperature was 101°; urine showed 1-plus 
albumin. The hemoglobin was 15.1 gm., and the white 
blood count was 18,800. Electrocardiogram showed ele- 
vated ST, and ST, (Fig. 1), ventricular extrasystoles 
and left axis deviation, a typical tracing of anterior in- 
farction.1° Because of the picture of probable infarc- 
tion, the patient was started on usual dicoumarol therapy 
with adequate control of prothrombin times. His condi- 
tion remained critical with a temperature spiking to 103° 
until March 20, 1947, when it returned and remained at 
normal. During this period several urine examinations 
showed a specific gravity of 1.010 to 1.012 with occasion- 
al granular casts and 1 to 2-plus albumin. White cell 
counts ranged from 8,500 to 21,100. Icterus index ranged 
from 8.4 to 9.9. Serum bilirubin on February 26, 1947, 
was direct 10 minutes, 0.7 mg. per cent; direct 30 min- 
utes, 2.05 mg. per cent; and indirect, 1.65 mg. per cent. 
On March 4, 1947, the serum bilirubin was direct 10 
minutes, 0.1 mg. per cent; direct 30 minutes, 1 mg. per 
cent; and indirect, 1.65 mg. per cent. Stools were nor- 
mal; blood urea nitrogen ranged to 49 mg. per cent and 
creatinin to 5.4 mg. per cent. Blood calcium and chlorides 
were normal. On March 6, 1947, a loud systolic murmur 
could be heard at the apex. The blood pressure, which 


MINNESOTA MEDICINE 








ted 
m- 
ler. 
| in 
had 
did 
and 
nen. 


“ess. 
)/80 
m— 
1 on 
true 
were 
here 
men, 
sible 
yeon. 
e of 
-plus 
vhite 
ele- 
toles 
r in- 
fare- 
rapy 
ondi- 
103° 
ed at 
itions 
\sion- 
> cell 
anged 
1947, 
min- 
cent. 
ct 10 
x. per 
, nor- 
1t and 
orides 
irmur 
which 


DICINE 





DISSECTING ANEURYSM OF 


had fluctuated, was then 172/78 on the right and 162/108 
on the left. Repeated x-ray examinations by Dr. Walter 
Ude were done, as the clinical picture was quite con- 
fusing. The heart showed rather marked enlargement, 
and the aortic arch was prominent with diffuse dilata- 
tion of the aorta (Fig. 2). There was also, on several 
occasions, an abnormal density at the left base, suggestive 
of a mild pleural effusion. 

The patient gradually improved and was discharged 
from the hospital fifty-six days after admission. The 
diagnoses entertained at the start were coronary throm- 
bosis, uremia, cardiac failure, and dissecting aneurysm. 
The picture gradually cleared so that on March 6, 1947, 
a definite diagnosis was made of a dissecting aneurysm 
of the aorta based on laboratory, clinical and x-ray find- 
ings. 

On October 20, 1949, the patient was readmitted. In 
the interval his condition had been such that he had 
resumed with no difficulty his former occupation as 
guard at the Walker Art Center. On October 18, 1949, 
he developed pain in the right shoulder strap area which 
spread to the right lower thorax. He had increasing 
dyspnea and became nauseated and later vomited. On 
admission he was pale, apprehensive, but apparently not 
in shock. Pulse was 150, faint and regular. The right 
chest showed less movement than the left, dullness, de- 
creased breath sounds—the findings of a pleural effu- 
sion. The electrocardiogram showed sinus rhythm, left 
preponderance, deep Q., negative T,. Blood pressure was 
100/60. The liver was down 4 cm. in the right mid- 
clavicular line. Crepitant rales were heard in the right 
chest. Temperature was 103°. White blood count was 
27,450, hemoglobin 8.8 gm., red blood cells 3,100,000. 
Urine showed 2-plus albumin. X-ray now showed a 
marked pleural effusion on the right. An attempt to 
aspirate resulted in a small amount of blood. The condi- 
tion of the patient became progressively and rapidly 
worse. He complained of pain in the back, vomited, 
lapsed into a coma and died October 22, 1949. 


Autopsy Report (by Dr. Koucky) 


Body is that of a white male weighing about 190 
pounds. The body shows no jaundice. There is no 
edema. There are no particular special marks. The peri- 
toneal cavity shows no excess fluid, no blood, and there 
are no adhesions. The left pleural cavity shows no ex- 
cess fluid or adhesions. The right pleural cavity is 
flooded with about 3,000 to 4,000 c.c. of blood, which is 
principally clotted. The blood has entered the pleural 
cavity from the junction of the diaphragm and vertebral 
bodies in the lowermost part of the posterior pleural 
cavity. The pericardial sac is somewhat discolored by 
blood infiltrating into it from the diaphragmatic sur- 
face. The diaphragm also is infiltrated with blood, and 
the infiltration extends across the dome and is visible in 
the attachments of the diaphragm along the anterior 
costal margin. 

The heart weighs about 450 gm. There is very definite 
hypertrophy of the left ventricle. The muscle shows no 
evidence of fibrosis or atrophy or softening at any point. 
The valves show no recent or old endocarditis. The 
coronaries throughout are large. The walls show a mini- 
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mal degree of thickening with no atheromata, and there 
is no evidence of any old or recent occlusion. 

Left lung weighs about 350 gm. There is some atelec- 
tasis in the base. There is no edema. The ‘right lung js 





? 


Fig. 2. Generalized enlargement of the aorta, Note duplica- 
tion of descending aortic wall. 


completely atelectatic and is compressed by the clot in 
the right pleural cavity. The spleen weighs about 150 
gm. It shows no infarction and no other gross change. 
The liver is somewhat rotated around to the right by a 
mass in the upper posterior retroperitoneal space. It 
weighs about 1500 gm. and shows no chronic passive con- 
gestion or cirrhosis. The gall bladder contains no stones. 

The gastrointestinal tract shows no tumors or ulcers 
or diverticula or other gross change. The adrenals show 
no gross change. The pancreas is grossly negative. 

The kidneys each weigh about 110 gm. There is ex- 
tensive atrophy, and the surface of the kidney shows a 
fine pitting typical of hypertension. There are occa- 
sional tiny cysts in each kidney. The ureters are not 
dilated. The bladder shows no cystitis or trabeculation. 
The prostate shows occasional small adenomas in each 
lateral lobe. 

The aorta shows a duplication of the lumen beginning 
immediately below the arch of the aorta. On the convex 
side of the termination of the arch there is a slit-like ori- 
fice which is about 1 by 3% cm. This opens into the 
outer chamber of the aorta. There is a prolongation up- 
ward along the arch of the aorta as far as the first part 
of the aorta. This upward prolongation is almost com- 
pletely closed off by a thrombus. The thrombus is 
brown and hard and adherent and apparently has been 
present for a long period of time. The downward dis- 
section of the aorta almost completely encircles the 
aorta. There is an irregular septum of tissue which 
generally follows along the anterior part of the aorta 
which holds the inner and the outer aortic cylinders to- 
gether. The inner one of the cylinders is quite straight 
and has a diameter somewhat smaller than the average 
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aorta, The outer cylinder is extremely irregular in out- 
line. There are many irregular vasculations. The lining 
of the outer cylinder has the smooth and yellowish ap- 
pearance similar to that of a normal aorta which is in- 
volved by arteriosclerosis. The wall of this outer cylin- 
der shows patches of atherosclerosis and areas of cal- 
cification. At the level of the diaphragm, the outer 
cylinder abruptly forms a sacculated mass which meas- 
ures 71%4 by 10 inches. The mass is almost entirely a 
dilation of the outer cylinder which has become filled 
with hard adherent thrombus. Following the under sur- 
face of the most superior part of this aneurysmal sac 
there is an irregular channel which passes laterally and 
to the right and perforates through the wall of the 
aneurysm. This perforation enters the right crura of the 
diaphragm and has perforated through the superior sur- 
face of the diaphragm into the right pleural cavity. The 
aneurysmal sac ends about 1 or 1% inches above the 
vifurcation of the aorta. This terminal inch is filled with 
a brown adherent thrombus, and there is more of the 
thrombus extending along the right ileac artery. There is 
a small channel on the side of this thrombus in the ter- 
minal part of the aorta. 


Conclusions 


Arteriosclerosis 

Arteriosclerotic dissecting aneurysm of the aorta 
(old) 

Recent rupture of arteriosclerotic aneurysm 
Hematothorax 

Hypertension 

Cardiac hypertrophy 


ill wa 


Dn bw 


The case reported is remarkable in that the pa- 
tient survived two and a half years after a major, 
definite episode of dissection. He was able to re- 
turn to his usual work. It also demonstrates the 
difficulty in making a diagnosis. The very definite 
electrocardiogram changes were not of organic 
origin but rather apparently due to ischemia, as 
the vessels at autopsy were patent and showed no 
marked changes. It should be noted that the trac- 
ing taken on his last admission showed no marked 
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abnormal changes. While the findings of the elec 
trocardiogram and the whole clinical picture wer: 
confusing, in keeping with reports in the litera- 
ture, the correct diagnosis was made two and a 
half years before death with the help of x-ray anc 
the fact that the facts did not quite fit the picture 
of an acute coronary thrombosis in its entirety, 
especially as to symptomatology and clinical 
course. It is well to keep this in mind in all cases 
of atypical cardiac episodes. 
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HEALTH PROTECTION IN THE HOME 


The family is engaged in a variety of activities asso- 
ciated with homemaking, housekeeping, and child care 
with which we are so familiar that we often fail to 
realize their significance. If there is to be any effective 
health care and preventive medicine, as distinguished 
from treatment of the sick, it cannot be provided by 
doctors, nurses, or other professionals—however much 
their knowledge and skills may be needed by the family. 
Health care and preventive medicine are carried out in 
the daily activities of housekeeping and homemaking. 
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Through marketing, cooking and the serving of meals, 
basic nutritional needs must be met, and through house- 
cleaning, laundering, dishwashing, and similar sanitation, 
the necessary defense against infections and contamina- 
tion must be maintained. Through provision of rest, care 
of minor ills, and all the cherishing functions within the 
home, individual members are protected and restored, so 
that they can live in health and carry on their daily 
activities—LAwrENCE K. Franx, The Survey, Decem- 
ber, 1949. 
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SPONTANEOUS REMISSION IN SUBACUTE LEUKEMIA 


Report of Case 


JAMES F. HAMMERSTEN, M.D. and CARLETON B. CHAPMAN, M.D. 
Minneapolis, Minnesota 


HE ACUTE and subacute leukemias are uni- 

formly fatal diseases, the total duration of 
which may be as short as three weeks. Occasion- 
ally, however, patients with the subacute form 
of the disease may survive as long as eighteen 
months. No entirely credible report of cure, 
spontaneous or otherwise, has appeared, but a 
number of reports of spontaneous remission in 
the diseases are available. Judging from these 
accounts, remission may be characterized by 
symptomatic and hematologic improvement, some- 
times to a very remarkable degree. Published 
descriptions of truly complete remissions, in the 


ies were done during the period of improve- 
ment.*:4:5-7/12,13,14,19,20 = Tneomplete remissions in 
acute leukemia have been frequently report- 
ed.7:1%16,17,21_ The incidence and character of such 
remissions are of utmost importance in view of 
the fact that chemical agents, thought to produce 
remissions that are longer than the spontaneous 
variety, have recently been described.**® 

The following case of subacute leukemia is pre- 
sented, not only as an illustration of complete 
spontaneous remission but also to illustrate the 
difficulty of assessing the value of therapeutic 
agents in this type of hematologic disorder. 


TABLE I. CASES OF ACUTE LEUKEMIA WITH REMISSION PROVED BY EXAMINATION OF BONE MARROW. 

















Hematologic Bone Marrow 
Author Age Sex Type Duration Remission During Remarks 
Remission 
Complete | Incomplete 
Birge, Jenks & Davis(2)| 33 F Stem 21 months a Normal ’ i 
Pellegrini (18) 14 F Monocytic 5 months ao Normal Sippeegtee in _ peripheral 
bl never below 17 per 
cent. 
52 F Lymphatic 3 months a Nearly normal | Per cent of polymorphonu- 
end of re- clears never over 57 and 
mission. hemoglobin never over 75. 
39 F Monocytic 1 year ao Normal Per cent of polymorphonu- 
clears never over 50 and 
= monocytes never below 22, 
Moeschlin (17) 23 M Myelog Ist r om oo Normal 
7 months 
2nd remission ote Normal 
3 months 
3rd remission a Showed abnor-| Leukopenia persisted; white 
2 months mal numbers blood count never over 
of myelo- 4400 
blasts . 
38 M Myelogenous | 6 weeks + Normal Hemoglobin never over 82 
per cent and white blood 
count never over 3000. 
Henning (11) 47 M Myelogenous | 3 months a Normal 





























sense that the patient becomes asymptomatic, the 
abnormal physical findings disappear, and the 
peripheral blood and bone marrow show no evi- 
dence of leukemia, are rare. The literature con- 
tains only seven cases in which the occurrence 
of remission was established not only clinically 
but also by adequate studies of the peripheral 
blood and bone marrow (Table I). In addition, 
there have been nine cases with allegedly com- 
plete remissions in which no bone marrow stud- 


From the Department of Internal Medicine, University of 
Minnesota School of Medicine and the Veterans Hospital, Min- 
neapolis, Minnesota, ; i 

Sponsored by the VA and published with the approval of the 
Chief Medical Director. The statements and conclusions pub- 
lished by the authors are the result of their own study and do 
not necessarily reflect the opinion or policy of the Veterans 
Administration, 


Marcu, 1950 





Report of Case 


A twenty-year-old white man was admitted to the hos- 
pital on May 17, 1948, complaining of progressive weight 
loss of six months’ duration. 

He was perfectly well until January, 1948, when chills 
and night sweats began. In March, he developed weak- 
ness which soon forced him to give up his job as a 
manual laborer. In April he was told by his physician 
that he had anemia, and iron therapy was instituted but 
was without effect. A tooth extraction at this time 
caused a moderately severe hemorrhage from the tooth 
socket. In early May, he noted the appearance of 
numerous, slightly tender masses in the neck, armpits, 
and groins. Shortly afterwards, his physician found 
“changes in the white cells’ and hospitalization was 
recommended. A few days before he came to the hos- 
pital, members of his family noticed that he was slightly 
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jaundiced. At the time of admission, he had lost about 
35 pounds since the beginning of his illness although 
his appetite had been excellent. 

The past and family histories were irrelevant. 


paratyphoid A and B, brucellosis and tularemia were 
negative as were three heterophil antibody tests, ca: 
ried out three weeks apart. Urinalysis showed a one 
plus test for albumin and a few red cells in the spun 


TABLE II. SUMMARY OF HEMATOLOGIC DATA FROM 
ADMISSION TO THE END OF THE FIRST REMISSION. 









































Hb. | RBC | WBC | PMN L M E B Sed. Rate 
Date mg. mill. | Thou. % % % % % mm./hr. 
5-15-48 10.3 52.0 7 92 1 
5-17-48 9.8 19.8 14 86 67 
5-19-48 4.2 7.2 16 81 2 1 
5-21-48 7.8 24 74 2 
5-25-48 2.7 12 88 
(Whiole blojod, 150)0 ce.). 
6- 2-48 10.3 1.5 2 77 115 
(Whiole blojod, 50/0 cc.) 
6-14-48 3.4 | 38 57 2 1 2 75 
6-21-48 4.7| 48 51 1 62 
6-29-48 5.3 53 43 3 44 
7- 6-48 9.0 4.4 67 29 4 43 
7-13-48 | 12.2 9.1| 77 19 4 35 
(Whiole blojod, 150)0 cc.) 
7-27-48 6.5 73 24 2 1 30 
8-17-48 14.8 5.4 63 35 2 32 
8-27-48 5.9 49 49 2 31 
9- 1-48 | 14.0 | 4.5] 50 | 46 4 37 
9-13-48 | 13.0 | 6.9] 61 37 2 35 
9-29-48 14.5 12.2 64 35 1 50 
10- 8-48 | 8.8 27 70 2 1 | 
10-12-48 | 10.5| 3.6| 5.0| 25 | 75 
10-14-48 | 9.8 | 41) 2 78 
' 
On admission, the temperature was 100.4 degrees, the sediment. An x-ray film of the chest showed no 


pulse rate 98, and the blood pressure 118/72 mm. Hg. 
He was an acutely ill, well-developed young man whose 
skin and conjunctivae were slightly icteric and who was 
complaining of pain in the flanks. Other significant 
finings were malodorous breath, a tender spleen which 
extended 12 cm. below the left costal margin, tender- 
ness in the right costovertebral angle and in both 
flanks, small petechial hemorrhages over both ankles, 
and pronounced generalized lymphadenopathy. The 
nodes were discrete, firm, and slightly tender, measuring 
up to 2 cm. in diameter. Tenseness of the anterior 
abdominal musculature prevented adequate evaluation 
of the size of the liver. 

The hematologic findings on admission are summarized 
in Table II. In the peripheral blood some of the lympho- 
cytes were young forms but no true blast cells were 
seen. Bone marrow aspiration showed decreased for- 
mation of neutrophils, suppression of erythropoiesis, a 
pronounced increase in the number of lymphocytes, most 
of which were immature, and a large number of blast 
cells which were thought to be lymphoblasts. The 
bleeding time was one minute and the clotting time 
four and one-half minutes. The prothrombin cencen- 
tration was 58 per cent (control 14.5 seconds, patient 
16.9 seconds). A bromsuphthalein test showed 22 per 
cent retention in forty-five minutes. The one-minute 
serum bilirubin value was 2.1, and the total 4.1 mg. 
per 100 cc. The cephalin-cholestro] flocculation test 
gave 4 plus results in twenty-four and forty-eight hours. 
The alkaline phosphatase test showed 43 King-Armstrong 
units. The blood Kahn test was negative. The initial 
blood cultures were contaminated but six subsequent 
ones were negative. Agglutination studies for typhoid, 
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abnormality but a film of the abdomen showed the spleen 
and liver to be grossly enlarged. 

The diagnosis at this time was acute or subacute leu- 
kemia. The patient’s status appeared to be grave. 
The temperature chart showed daily elevations to 103 
and 104 degrees and he continued to complain of severe, 
generalized aching. The number of petechiae increased 
and there was bleeding of the gums. An effort was 
made to obtain aminopterin for therapeutic use, but be- 
fore the drug could be obtained, the patient’s symptoms 
began to improve. The leukocyte count began to fall 
and the fever to subside. Three weeks after admis- 
sion (June 7) the temperature was normal, the lymph- 
adenopathy and jaundice had disappeared, the spleen 
had become much smaller, and the patient felt per- 
fectly well. Because of the dramatic improvement the 
possibility that the initial diagnosis was in error was 
considered, but a sternal aspiration still showed changes 
consistent with lymphatic leukemia, although the per- 
centage of blast forms was lower than at the time of 
admission. Since the leukocyte count fell to leukopenic 
levels, penicillin therapy was begun but was discon- 
tinued after seventeen days because of continued gen- 
eral improvement and changes in the total and differ- 
ential leukocyte counts toward normal. On June 29, 
the serum bilirubin, alkaline phosphatase, and brom- 
sulphthalein values were normal but the _ cephalin- 
cholesterol flocculation test continued to show 4 plus 
values in twenty-four and forty-eight hours. On July 
- 13, about two months after entry, the patient was ap- 
parently perfectly well. The temperature was normal, 
he had no complaints, and the physical findings were 
those of a healthy young man except for a barely pal- 
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pable spleen. The hemogram was almost normal and 
the sedimentation rate had fallen to 35 mm. in one hour. 
The appearance of the bone marrow was normal except 
for a slight increase in the. number of adult lymphocytes. 
On this date, a severe chill and an elevation in tem- 
perature to 103 degrees interrupted the remission but 
the fever and accompanying symptoms subsided within 
a few days. During the latter part of July and all 
of August and September, the patient was perfectly 
well and spent most of the time at home. On August 
31, the bone marrow was completely normal in appear- 
ance. The lymphadenopathy, splenomegaly and hepa- 
tomegaly had disappeared. 

In early October, malaise, weakness, and fever re- 
turned, as did the lymphadenopathy, icterus, and spleno- 
and hepatomegaly. The total leukocyte count was nor- 
mal but there was a pronounced relative lymphocytosis. 
The bone marrow was dominated by immature lympho- 
cytes of which 25 to 30 per cent were blast cells. The 
erythrocyte sedimentation rate was again markedly ele- 
vated. Liver function studies gave reults that were 
very similar to those obtained on admission. Late in 
October there was a partial remission but the abnormal 
findings did not disappear altogether. Treatment con- 
sisted of occasional blood transfusions and in November, 
because of an increase in the total leukocyte count to 
between 50,000 and 100,000, small doses of x-ray ther- 
apy were given to the spleen (100 RU total). The 
leukocyte count dropped rapidly and reached the very 
low level of 900 per cu. mm. about a month after the 
treatment was given. Shortly after termination of the 
treatment there was a marked exacerbation of symptoms 
and from this time on, the course was one of steady 
deterioration. Blood transfusions and treatment with 
antibiotics were continued, without significant effect. 
During the first half of December, the total leuko- 
cyte count varied between 750 and 3,000, of which from 
84 to 98 per cent were lymphocytes. Occasional blast 
cells were seen in the peripheral blood. From this time 
to the end of February the total count ranged between 
1,000 and 6,000 and there was marked improvement in 
the differential count, which at times reverted completely 
to normal. During the last month of the patient’s 
course, the total count remained below 3,000 the per- 
centage of lymphocytes steadily increased, and _ the 
hemoglobin declined. He finally succumbed on March 
22, about fifteen months after the onset of his disease 
and seven months after admission to the hospital. At 
the time of death, the total leukocyte count was 2,000, 
of which 36 per cent were neutrophils and 64 per cent 
lymphocytes. The hemoglobin was 7.6 grams per 100 c.c. 
of blood. 


Permission for autopsy was refused. 


Comment 


The case presented is remarkable because of 
complete spontaneous remission in a disease the 
course of which is ordinarily characterized by 
inexorable progression. The remission may fair- 
ly be said to have begun in mid-July and to have 
Marcu, 1950 


ended early in October, a period of about ten 
weeks. During much of this time the only ab- 
normal finding was a moderately elevated erythro- 
cyte sedimentation rate, although during the latter 
half of the period, the differential leukocyte count 
showed signs of reverting to a state similar to 
that found on admission. The bone marrow, five 
weeks after the remission began, was perfectly 
normal. The remarkable remission in symptoms 
and abnormal physical findings was not altered 
until the end of the period» Even late in the 
course of the disease there were symptom-free 
periods, lasting as long as a week, but the hema- 
tologic and bone marrow findings never again 
returned entirely to normal. 

The average incidence, ‘degree and duration of 
spontaneous remission in acute leukemia are not 
known with certainty. The cases available in the 
literature (Table I) provide no information with 
regard to incidence of spontaneous remissions, 
although one authority, quoted by Farber,’ is 
said to have observed them in 10 per cent of 300 
cases of acute leukemia in children. The average 
duration of the remissions in this group was about 
ten weeks. Had it proved possible,to treat the 
patient, whose case report is presented, with one 
of the folic acid antagonists, such as aminopterin, 
or ‘amino-an-fol, the presumption of a cause-and- 
effect relation between the drug and the remission 
would have been difficult to avoid. 

The extreme difficulty of evaluating a thera- 
peutic agent that does not produce outright cure 
in acute or subacute leukemia is made apparent 
by cases such as the one presented. Farber® 
reported recently that over 50 per cent of approx- 
imately sixty children with acute leukemia “. 
showed improvement clinically, hematologically 
of important degree attributable to the action 
of these compounds.” The basis for this judg- 
ment and details of the cases are not given, the 
author contenting himself with the statement that 
the remissions he observed were due neither to 
acute infection nor to massive blood transfusion, 
a procedure which, according to Bessis,’ is fol- 
lowed by a high incidence of remission. Dame- 
shek,® reporting on the effect of treatment with 
aminopterin in thirty-four cases of acute and sub- 
acute leukemia, observed a remission rate of 26 
per cent which was thought by him to be higher 
than the incidence of spontaneous remission. 
Meyer and co-workers’® observed beneficial re- 
sults in only four of forty-three leukemic patients 
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who were treated with aminopterin. Fifteen of 


their patients showed grave toxic manifestations — 


which could not be controlled either by varying 
the dose of the drug or by giving liver extract 
along with it. 

The therapeutic value of aminopterin and re- 
lated compounds, therefore, remains very uncer- 
tain. At the present time, it seems wisest to 
utilize transfusion of whole blood, antibiotics, and 
symptomatic measures when indicated. Spon- 
taneous remission may provide the patient with 
welcome relief from symptoms as it did in the 
case presented, but the attempt to obtain the same 
result by the use of folic acid antagonists seems 
premature. 

The jaundice and other evidence of hepatic 
dysfunction are of some interest since they are 
said to occur rather seldom in patients with leu- 
kemia. The possibility that the hematologic dis- 
order was complicated by hepatitis, either homol- 
ogous serum or epidemic, cannot be ruled out 
since no autopsy was done. 


Summary 

A case of subacute lymphatic leukemia with 
complete spontaneous remission lasting about ten 
weeks is presented. During the remission the 
patient’s symptoms and abnormal physical find- 
ings disappeared. The peripheral blood and bone 
marrow became normal in all respects. The spon- 
taneous improvement was comparable to remis- 
sions that have recently been attributed to the use 
of folic acid antagonists, the clinical status of 
which is briefly discussed. 


Addendum 


Five additional cases of remission in acute leukemia, 


substantiated by bone marrow biopsy, are cited in the 
following work, which was not available until after the 
preceding report was prepared: Leitner, S. J.: Bone 
Marrow Biopsy. New York: Grune and Stratton, 1949, 
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MINNESOTA’S SHARE OF PROPOSED FEDERAL BUDGET $789,365,400 


If Congress should adopt in full the 42.4-billion dol- 
lar budget proposed by President Truman for the fiscal 
year ending June 30, 1951, Minnesota taxpayers will be 
required to pay out approximately $789,365,400 in Fed- 
eral taxes as their share of the cost of this spending 
program. 

The Minnesota Taxpayers Association has pointed out 
that the $789,365,400 share which would be borne by 
Minnesota taxpayers to support the President’s proposed 
budget, which does not include social security program, 
is over five times the $153,617,000 in taxes collected by 
Minnesota last year to finance the entire State Govern- 
ment. 

According to the Association: “These social welfare 
programs already exact millions of dollars annually 
from Minnesota wage and salary earners in the form of 
taxes deducted from their pay checks. If Congress 
should approve the new proposals, these taxes will rise 
sharply when the new programs get in full operation.” 
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The Association continued: “A substantially smaller 
budget of $36-billion was proposed just four weeks ago 
by Senator Harry F. Byrd of Virginia. Under Senator 
Byrd’s program the Federal budget could be balanced in 
1951 with some funds left over to cut the staggering 
public debt. The difference between the two proposed 
budgets is 6.4 billions. The saving to Minnesota would 
be $119,040,000. This would go a long way towards pay- 
ment of the entire cost of our State Government. It is 
more than enough, in fact, to pay for the entire Veterans’ 


nus. 
“The Federal budget can be balanced in 1951. It can 
be balanced without increasing Federal taxes. It should 


be balanced by reducing non-essential expenditures just , 


as we have had to do it on the farm, in business and in 
industry, and as every housewife in Minnesota has had 
to do in these days of high taxes and high prices. 
Deficit-financing should be stopped.”—From Minnesota 
Taxpayers Association. 
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HEALTH IS A COMMUNITY PROBLEM 


DAVID A. SHER, M.D. 
Virginia, Minnesota 


sean which contribute to health are varied 
and numerous. The doctor, the nurse, the 
hospital, the public health official and allied per- 
sonnel all make their contributions to the cause of 
individual and community health, and co-operation 
is essential. Health and illness are problems too 
complex to be solved by any one of these human 
elements or organizations. 

It is obvious that proper physical and mental 
health cannot be expected unless there are good 
housing, proper clothing, satisfactory food and 
happy family life. The doctor may be unaware of 
a deficiency in any of the above mentioned essen- 
tials for proper physical and mental health, while 
the nurse in the hospital, through her contacts with 
visiting parents and relatives, may obtain hints 
as to the need for further investigation. 

This information passed on to the doctor and/or 
public health nurse may be invaluable in continu- 
ing the patient’s care at home. In this way the 
public health nurse can plan her course of action 
more intelligently when she comes into the home. 
The doctor, too, can thus outline a more success- 
ful course of therapy in the home. If some of the 
essentials toward proper physical and mental 
health are missing, perhaps the public health nurse 
may be able to arrange for their restoration. So 
often, the doctor will leave proper instructions, as- 
suming that they will be carried out. But without 
some sort of a check, he has no way of knowing 
whether or not his orders are fulfilled in their 
entirety—either because of ignorance or because 
of lack of the essentials conducive to proper 
health and recovery. 

No field of specialized medicine has a broader 
scope, greater responsibilities or greater possibil- 
ities than has pediatrics. 

To some the practice of pediatrics is essentially 
infant feeding; to others it is the management of 
the ills of the first two or three years of life; to 
still others it is preventive medicine; and to 
a few it is simply the management of behavior 
disorders. It is all these and more. Concern for 
the child must antedate conception and extend 
through the period of adolescence. Care of the 
unborn child is provided by adequate care of the 


_ 


Read at the Public Health and Hospital Nurses Conference, 
irginia, Minnesota, September 23, 1949. 
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pregnant woman, and obstetric care at the time of 
delivery is reflected in the care of the infant. The 
neonatal period, or the first four weeks of life, is 
the single most important period of life and pre- 
sents problems that never exist again. Infancy, 
or the first two years of life, represents the period 
of most rapid growth. This is the time when the 
infant is completely dependent on others for all 
phases of his care—when he is not only more 
susceptible to infections and nutritional disturb- 
ance but often has a pattern of response which 
differs from that of later years. As the age of in- 
fancy is passed and the preschool, prepuberty and 
adolescent ages are attained, the child assumes in- 
creasing responsibility in his own care, but in- 
telligent and understanding pediatric supervision 
continues to be an important aid. I mention the 
above to call attention to the fact that in pediatrics 
we are always dealing with a growing individual— 
his physical and mental constitution is constantly 
going through changes. One must be aware of 
these metamorphoses in order to deal with any 
deviations from the normal. 

Surveys of children in all economic strata reveal 
a high incidence of physical and nutritional dis- 
turbances and psychological difficulties which are 
remediable. Obviously in this small space I could 
not possibly attempt to cover all of these physical 
disturbances and psychological difficulties. I will 
try to briefly touch upon two phases which are so 
often neglected: convalescent care and psycholog- 
ical care of the sick child. 


Convalescent Care 


Convalescent care as a phase of medical respon- 
sibility in the management of the sick child has 
received only scant attention. There is a great 
need for a better understanding of both the quali- 
tative and quantitative aspects of such phases of 
treatment as diet, rest, and activity, and for more 
adequate measures to determine when convales- 
cence is complete. 

In a broad sense, any child who is below par 
physically is in need of convalescent care. In the 
more practical sense, the term “convalescent care” 
should be reserved for the management of the 
more serious deviations from the states of health 
which exist as the result of acute or chronic in- 
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fections or non-infectious illness but which are 
not permanent and for which at least some degree 
of improvement can be expected. The extent to 
which convalescent care is needed is determined by 
the pre-existing state of health and by the serious- 
ness and duration of the active state of the illness. 

Convalescence from short term acute illnesses 
in previously healthy children should be com- 
pleted in a very short time. In such instances 
gradual increase in activity and special attention 
to diet are all that is needed. When the illness has 
been prolonged or unusually severe, greater at- 
tention is necessary. ; 

The principal factors are: 


1. Rest. 

2. Increasing but graded physical activity. 

3. Diets which take into account increased need for 
such essential items as protein, vitamins and minerals. 

4. Play and occupational therapy. 

5. Provision for formal schooling. 


6. An environment which stimulates self-confidence 
in the child and at the same time provides an adequate 
sense of security. 


The public health nurse, through the co-op- 
eration of the hospital nurse, can do a great deal in 
educating the parent in the above factors. 

Children with nutritional deficiencies require 
special attention. If undernutrition is due to eco- 
nomic factors, every effort should be made to see 
that ample food supplies are made available. 
When undernutrition has been due to poor eating 
habits, which so often are the result of poor train- 
ing and disturbed parent-child relationships, re- 
constructive work must be carried out with the 
parents while the child is still convalescing in the 
hospital. Supervision and guidance should be 
maintained after the child is dismissed to his own 
home, through the co-operation of the public 
health nurse or social worker. 

When the convalescent period is spent in an in- 
stitution rather than in the child’s own home, the 
parents should be acquainted with the purpose and 
the methods employed. This should be supple- 
mented by home visits from public health nurses 
and medical social workers. The nurse visiting in 
the home can be of great assistance in interpreting 
instructions for the parents and child and in ap- 
praising the home situation for the doctor. 

The responsibility for supervision of long con- 
valescent periods within the child’s own home will 
fall upon the physician. If he assumes this respon- 
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sibility, he must recognize that it is the whole chiid 
and not the physical ravages of the disease alone 
which must be provided for. He will do well to 
enlist the aid of persons who can provide play and 
occupational therapy and schooling within limits 
which stimulate but do not overtax the child. In 
some instances, the mother may be adequate for 
this task; in others, dependence will have to be 
placed upon such persons as visiting teachers and 
public health nurses. Communities which do not 
have convalescent institutions could with advan- 
tage organize such home care service for conva- 
lescent patients. 


Psychological Care of the Sick Child in the 
Hospital 


Tens of thousands of children are admitted 
every year to pediatric hospitals throughout the 
country. They come at different ages, with differ- 
ent ailments of varying degrees of severity and 
discomfort. Some never leave the hospital alive; 
the great majority return to their homes after a 
short period of residence ; others must spend many 
months or even years in wards of private hospital 
rooms. They come from the homes of luxury, 
moderate conveniences, or poverty; from atmos- 
pheres of sheltered security, or family disruption ; 
from reasonable parental management, pamper- 
ing over-solicitude, or inadequate distribution of 
affection. For many children hospitalization is an 
unwelcome removal from a happy home, school or 
play life; for some it is a much enjoyed first op- 
portunity to find kindness, comfort, and an inter- 
esting escape from domestic monotony or dis- 
agreeable school situations. Unless there is at the 
time of admission a clouding of consciousness or 
the suffering is too acute or intense, every child 
beyond the age of infancy must have the realiza- 
tion that an event of the first magnitude is taking 
place in his experience. He often brings with him 
peculiar notions about the meaning and functions 
of physicians, nurses and hospitals. He may come 
with confidence or dread, with placid submission 
or violent protest. 

Hospital admissions are often carried out with 
a gracefulness and charm which cause the child 
to accept the inevitable as a special privilege. Yet 
there are situations in which an impatient nurse 
contributes a great deal toward a few days or 
weeks of mutual irritation and veritable warfare. 
A youngster may be snatched away with force and 
carried to a bed where he is left unheeded, or be- 
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wail screamingly what to him seems a major in- 
justice. Or his mother is allowed to lie to him 
that he will be returned to her and taken back 
home in a few minutes; he waits and waits until 
the truth fills him with bitterness and justified re- 
sentment. Thus an unpleasant first impression 
may well play havoc with the patient’s adjustments 
and co-operation. 

In spite of the absence from home, in spite of 
the imposed restrictions of activity, in spite of 
Grugs, injections and enemas, many. children look 
back with pleasant remembrances to the days of 
their hospitalization. 

So many a physician has said to himself that 
he could help many of his parentally mismanaged 
patients if only he could get them away from 
home. Justified fear of losing his patients deters 
him from making any such recommendations. III- 
ness, necessitating admission to a hospital, comes 
as an answer to his prayers. The spoiled, over- 
protected child is away from his agitated mother, 
and there is a chance to re-educate the child who 
has temper tantrums, indulgence in food capri- 
ciousness with or without vomiting, who is the 
object of parental bowel overconcern that works 
with laxatives, suppositories. and enemas, has in- 
numerable aches and pains, is afraid of the dark, 


and gets everything he wants. Successful manage- 
ment of these problems in the hospital can be 
made to serve as a forceful demonstration to the 
parents of adequate methods of training. But 
there must be people on the staff who have learned 
how to deal with such children and their parents, 
and of course the public health nurse can see that 
the hospital management of the problem is con- 
tinued in the home—or a return to the original 
difficulty will be the result. 

When a child comes to a hospital, he is not just 
the incidental carrier of a disease that is to be 
cured. He is not simply a case of pneumonia, 
rheumatic fever, asthma, or sore throat. He is 
an impressionable human being, and a member of 
a family who are very much interested not only in 
his blood sugar and leukocyte count but very pro- 
foundly and essentially in the human being that 
he is. Professional help receive excellent instruc- 
tion in the treatment of diseases and care of bod- 
ies, in good hospitals. If some time and thought 
could be given to teaching nurses how to deal with 
the children themselves, our hospitals, in addition 
to their great contributions to the physical welfare 
of children, would render considerable service to 
the preservation and promotion of the mental 
health of the patients entrusted to their care. 





MORTALITY RATES 


The death rate for the United States in 1948 was the 
lowest in the history of the country, John L. Thurston, 
Acting Federal Security Administrator, has announced. 
The announcement was based on a compilation just com- 
pleted by the Public Health Service’s National Office of 
Vital Statistics. 


The crude death rate for 1948 was 9.9 per 1,000 popu- 
lation—2 per cent below the rate of 10.1 for 1947 and.1 
per cent lower than the 1946 rate, the previous record 
low, the report showed. 


The leading causes of death remained the same as in 
1947. The major chronic diseases associated with ad- 
vanced age accounted for 63 of every 100 deaths. Death 
rates in this group showed only slight changes from the 
1947 record. The death rate for diseases of the heart 
was 322.7 per 100,000 population, while the 1947 rate 
was 321.2. The death rate for cancer and other malig- 
nant tumors increased from 132.4 in 1947 to 134.9 in 
1948. The death rate for diabetes remained about the 
same for the two years; the 1947 rate was 26.2, and the 
1948 rate 26.4. Deaths from nephritis, and from intra- 
cranial lesions of vascular origin each showed small de- 
clines. The 1948 death rate for intracranial lesions was 
89.7, while the 1947 rate was 91.4. The nephritis death 
rate dropped from 56.0 in 1947 to 53.0 in 1948 


Mortality from the major infectious diseases con- 
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tinued their long-time declines. The death rate for 
pneumonia and influenza, combined, and the rate for 
tuberculosis both reached-new lows. A 10 per cent de- 
cline from the 1947 rate brought the death rate for 
tuberculosis (all forms) for 1948 down to 30.0 per 

population and the rate for pneumonia and in- 
fluenza down to 38.7. 

Motor-vehicle accident deaths decreased for the second 
successive year. The rate for 1948 for this cause was 
22.1 per 100,000 population, while the 1947 rate was 22.8. 
The death rate for accidents other than motor-vehicle 
accidents also’decreased from the 1947 rate of 46.6 to 
45.0 in 1948. 


Mortality from two of the communicable diseases of 
childhood increased sharply from 1947, a low year. The 
number of deaths from poliomyelitis and acute polio- 
encephalitis increased from 580 deaths in 1947 to 1,895 
deaths in 1948, bringing the death rate back up to the 
1946 level of 1.3 deaths. per_100,000 population. Deaths 
from measles rose from 472 in 1947 to 888 in 1948, 
which was still well under the figure of 1,310 recorded 
for 1946. Deaths from whooping cough’ fell from 1,954 
in 1947 to 1,146 deaths in 1948, continuing a long-term 
decline. Diphtheria deaths also continued their decline, 
reversed temporarily in 1945; 634 deaths were reported 
from this cause in 1948. 
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DIAGNOSTIC CASE STUDY 


ARTHUR H. WELLS, M.D., GORDON C. MacRAE, M.D., and HAROLD H. JOFFE, M.D. 
Duluth, Minnesota 


Dr. A. H. Wetts: Possibly the most common and 
most difficult diagnostic problems in hospital experi- 
ences are those cases with fever of unknown origin. 
We wish to present an interesting and unusual diag- 
nostic problem of this general nature. Dr. J. D. 
Fickel will present the history, and Dr. F. W. Conley 
will give his differential diagnosis; neither knows the 
postmortem findings. 


Clinical Study 


Dr: J. D. Ficxer: This sixty-five-year-old white male 
(Case 4439) was admitted to this hospital complaining 
of weakness and loss of appetite and weight for about 
one month. The patient dated his present illness to mid- 
February, when upon arising one morning he fell to the 
floor on his knees. Following this fall he noticed his 
knees became painful and slightly swollen. Since that 
time he had noted generalized weakness especially of 
both legs, severe loss of appetite and an inability to 
swallow. The latter was not exactly dysphagia; how- 
ever, he said he could not choke food down. He had 
no chills and had noted no fever. 

The past history revealed a series of accidents. In 
1927 he was in an accident at a coal dock which re- 
sulted in fractures of the left elbow, right hip and ribs 
on the left side. From this he had residual shortening 
of the right leg and fixation of the left elbow. In 
1937, twelve years before admission, he fractured his 
occiptal skull on a snow plow. Eight years ago a 
conveyor belt injury of the right hand resulted in am- 
putation of the thumb and three fingers of the same 
hand. On that admission he gave a history of having a 
chronic cough which he attributed to coal dust. At 
that time he weighed 150 pounds. His cough cleared 
without establishing the etiology. Since then he has been 
well until the present illness. Social and family history 
were not contributory. 

On admission the blood pressure was 150/60, the pulse 
88, respiration 22 and the temperature 101° F. Phys- 
ical examination revealed a somewhat emaciated white 
man of approximately 115 pounds in weight in no acute 
distress. He had an emaciated sallow face. There was 
a questionable icteric tinge to the sclera. The lungs were 
found to be clear. The heart tones were strong and 
free from murmurs. The abdomen was soft and not 
distended or tender. The liver edge was palpable about 
3 cm. below the right costal margin. External hemor- 
rhoids were noted. A grade I benign hypertrophy of 


From the Department of Pathology and Graduate Educational 
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the prostate was also palpated. The testes were slightly 
enlarged and soft and the left one was tender. There 
was no edema of the extremities. Both knees were a 
little fusiform in appearance. They were, however, 
not reddened or inflammed and there was no demon- 
strable excessive fluid present. They were not espe- 
cially tender. The left elbow was severely limited in 
mobility due to an old injury. Absence of the thumb 
and the first three fingers of the right hand were noted 
from a previous accident. He had slightly enlarged 
inguinal, axillary, epitrochlear and cervical Imyphnodes. 
A consultant found moist rales at the bases of both 
lung fields; otherwise his examination was essentially 
as above. The laboratory findings on admission re- 
vealed a normal urine; white blood cell counts ranged 
from 5,000 to 11,000 with normal differential counts. 
The red blood cell count on admission was 3.4 million 
and the hemoglobin 7.5 gms. The red blood cell sedi- 
mentation rate was increased to 119 mm. per hour 
(Westergren). Subsequent sedimentation rates were in 
this range or higher. On the tenth hospital day, for 
example, the sedimentation rate was 130 mm. per hour. 
The serum albumin was 4.3 gm. and globulin 1.8 gm. 
per 100 cc. Repeated blood cultures were found to be 
sterile. 

Biopsies of an inguinal node was described as his- 
tologically normal. An axillary node showed follicular 
hyperplasia. Bone marrow aspirations from the ster- 
num and from the iliac crest showed 5 per cent plasma 
cells, otherwise there was a normal distribution of 
marrow cellular elements. X-ray studies of the knee 
revealed minimal degenerative changes involving the 
knee joint.on the right side. Chest and skull roentgen 
pictures were normal. 

Because of cold agglutinins it was impossible to 
cross-match his blood for transfusions. His serum 
agglutinated his own red blood cells. During the 
seventy-seven days in the hospital he ran a low-grade 
fever, never exceeding 101° F. Several tests for Bence- 
Jones protein in the urine were negative except on one 
instance there was a question of a positive test. Until 
just before his death blood cultures were negative. 
Six days prior to death a culture was found to be posi- 
tive for staphylococcus aureus. The Felix reaction was 
negative. The patient’s course in the hospital was that 
of progressive loss of strength, progressive anemia, 
listlessness and depression. At one time about a month 
after admission he grew quite disturbed mentally, was 
violent, upset and hard to keep in bed. Shortly after 
this he apparently had a remission during which he 
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became very much improved, was up and about and 
appeared to be recovering. However, the anemia pro- 
gressed down to 8 gm. of hemoglobin with 2.9 million 


red blood cells. He ran a terminal temperature of 
107° F., and on the seventy-seventh hospital day he ex- 
pired. 

A definite clinical diagnosis was never established. 
Considered were multiple myeloma, acute rheumatic 
fever and rheumatoid arthritis. Two consultants were in 
on the case, and each of these diagnoses resulted from 
one of their visits. The terminal episode was that of 
bacteremia and final death. 


Differential Diagnosis 


Dr. F. W. Contey: This patient was a sixty-four- 
year-old man with anemia, weakness, weight loss and 
joint manifestations. The first three findings are non- 
specific; and therefore, I would like to discuss primarily 
the joint involvement. Our patient’s first symptoms 
included swelling and pain in both knees; however, he 
also had pain in both ankles, later in both wrists, also 
in the back and shoulder. The differential diagnosis of 
polyarthritis includes the following: 

VIII. Symptomatic diseases 

(a) septicemia 

(b) collagen diseases 

(c) carcinoma 

(d) multiple myelo- 
ma 

(e) chronic ulcera- 
tive colitis 

(f) blood dyscrasias 

(g) 

(h) 


I. Rheumatic fever 

II. Gonorrheal arthritis 
III. Suppurative arthritis 
IV. Gout 

V. Palindromic 

VI. Rheumatoid 
VII. Brucellosis 


malnutrition 
erythema nodo- 
sum 

(i) pulmonary  dis- 
sease 


Briefly, I would like to review the above list of dis- 
eases as they pertain to this case. Rheumatic fever is 
an acute migratory polyarthritis, while about 10 per 
cent of the cases of rheumatoid arthritis begin acutely. 
I feel that in this case both can be excluded. Gout 
usually starts as a monarticular lesion and as time 
progresses may involve several joints. Gonorrheal 
arthritis begins as a polyarthritis and within one to 
three weeks becomes monarticular. However, in the 
case under discussion no symptoms of a genital lesion 
could be found and smears were negative. Brucellosis 
is usually an arthralgia rather than a true synovial re- 
action, and also the negative agglutination tests aid in 
excluding this. The systemic diseases which cause 
arthritis are the larger and more important group, and 
it is here we will concentrate our attention. Septicemia 
can be excluded because of the large number of negative 
blood cultures. The positive culture in the last week of 
life was possibly a terminal bacteremia. We can also 
exclude chronic ulcerative colitis. Blood dyscrasias are 
something to be considered seriously. An arthritis due 
to malignancy is most often associated with bronchogenic 
carcinoma and second in frequency with primary car- 
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cinoma in the pancreas. Other common sources are 
cancer of the gall bladder and kidney. Of course other 
malignancies. can cause joint manifestations, and of 
these multiple myeloma: stands out. He had a severe 
anemia and a very rapid red blood cell sedimentation 
rate of 120 mm. per hour. Bone marrow biopsy dis- 
closed 5 per cent plasma cells, and the one finding of 
Bence-Jones proteinuria is to be noted. All these fea- 
tures strongly favor the diagnosis of mutiple myeloma, 
yet the negative x-rays of the bones and the very low 
plasma cell percentage made me hesitate to make this 
diagnosis. 

There are many findings present in periarteritis no- 
dosa and the other disseminated collagen diseases which 
are missing in this patient. The pains were not “neuri- 
tic” in type. There was no albuminuria, hematuria, hy- 
pertension, skin lesions, eosinophilia or serous reactions. 
There was a leukocytosis present in only two white 
blood cell counts. Leukemia and Hodgkin’s disease 
should be considered. As far as I am acquainted, 
Hodgkin’s disease usually does not cause any joint mani- 
festations of the type we have in this patient. On the 
other hand, leukemias are one of the common causes of 
joint pains. The differential counts and bone marrow 
studies showed no immaturity or suggestion of leukemia. 

In conclusion, hidden malignancy in this sixty-four- 
year-old man cannot be completely excluded. Multiple 
myeloma remains a possibility. If I am held to one 
diagnosis, I would choose a low-grade inflammatory dis- 
ease such as a suppurative polyarthritis with a minimum 
of joint reaction and occasional episodes of bacteremia 
as evidenced by the abscesses in the scalp nodules biopsied 
and the late positive blood culture for staphylococcus 
aureus. It is possible that the patient’s confinement to 
bed due to the systemic reaction kept him from trauma- 
tizing his joints and thus minimized the joint reactions. 
An aspiration of a knee joint might qonfirm the diagnosis. 


Necropsy 

Dr. A. H. Wetts: Dr. Conley’s diagnosis is correct. 
The postmortem examination revealed thick greenish 
gray purulent exudate containing hemolytic staphylococ- 
cus aureus in every joint entered, including both knees, 
shoulders, the right ankle, left elbow and the sterno- 
clavicular joints. The only apparent primary site for the 
inflammation was the joint cavities themselves. The 
other organs simply reveal toxic changes. A _ post- 
mortem blood culture contained a variety of organisms. 


Discussion 

Dr. A. H. Wetts: Concerning the etiology of 140 
cases of suppurative arthritis in which cultures were 
taken, Heberling! found the following distributions: 
staphylococcus aureus, fifty cases; hemolytic streptococ- 
cus, thirty-seven; negative joint culture, nineteen; gon- 
ococcus, fourteen; staphylococcus albus, ten; streptococ- 
cus viridans, eight, and pneumococcus, two cases. 
Among the less frequent organisms one should also list 
Brucellae, Eberthella typhosa, Escherichia coli, Bacterium 
dysenteriae, Leishmania donovani, lymphogranuloma 
venerium and certain fungi. In most reports well over 
half of the cases of suppurative arthritis are caused by 
the staphylococcus and hemolytic streptococcus. 
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The pathogenesis must frequently be theorized. Syn- 
ovial tissue becomes infected by hematogenous dissemi- 
nation from a remote focus in many instances. In 
others, there is undoubtedly a direct invasion of the 
joint from a suppurative process in the adjacent bone 
such as osteomyelitis or epiphysitis: Penetrating wounds 
may directly introduce the infection into the cavity. 

The anatomic incidence of suppurative arthritis in 
201 patients! was as follows: knee, seventy-two; hips, 
sixty-five; ankles, seventeen; wrists, ten; elbow, eight; 
shoulders, seven; small joints, four, and multiple joints, 
eighteen. The ages of these patients revealed one-fourth 
of them occurring in the first ten years of life and 
another fourth in the second ten years, whereas only one- 
eighth occurred after forty years of age. 

The gross and microscopic pathologic changes in 
acute arthritis are similar to the acute inflammatory re- 
actions found in other tissues except for the complicating 
features of digestion of articular cartilage resulting in 
ulceration and irrepairable destruction. This is directly 
proportional to the severity and duration of the infec- 
tion. The more severe the cartilage damage the more 
likely ankylosis will result. Abscesses may form in the 
marrow of subchondral bone or in the soft tissues 
throughout the joint. 

The usual swelling, pain, heat, tenderness and conges- 
tion about a joint leaves little question as to the inflam- 
matory nature of the condition; however, the cojexisting 
systemic disease of which the arthritis is a complica- 
tion may be so severe as to completely overshadow the 
joint infection. 

In contrast to our patient there is nearly always a 
neutrocytosis of 15,000 or more with a rapid red blood 
cell sedimentation rate. Occasionally a positive blood 
culture is found. The diagnosis generally can be estab- 
lished by a study of the definitely purulent synovial fluid 
with its many pus cells and bacteria. This demonstra- 


tion by smear or culture clinches the diagnosis. How- 
ever, if no bacteria are present, one must rule out acute 
gout with associated hyperuricema. Dr. Conley has 
given a differential diagnosis for our case study. Thi 
entire gamut in the classification of arthritic conditions 
may have to be reviewed as possibilities in certain 
cases*»3 The articular picture may be masked by the 
systemic reaction to suppuration as it was in our pa- 
tient. 

Early diagnosis and treatment is stressed by all au- 
thorities since irreparable damage can result within 
two weeks of the onset. Chemotherapeutic and anti- 
biotic therapy, specific for the organism involved given 
in proper dosage until aspirated joint fluid is sterile 
and clear, is the generally accepted procedure. Some 
authors feel that the drugs should also be used in the 
joint. Willems method‘ of incision and drainage of the 
suppurative joint followed by immediate active mobiliza- 
tion is highly recommended in the large series of 
Heberling.t This includes an incision of the inflammed 
joint under general anesthesia and suturing of the ap- 
propriate sized rubber drain to the capsule but not in- 
side of the joint. Active motion to full range of motion 
is repeated every three hours thereafter, even though 
the joint is put in a plaster cast or in traction. Therapy 
started in the first week of the infection will have 
decidedly better results than that started during the 
second week. If therapy is begun after the third week 
some permanent injury to the joint generally results.3 
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STREPTOMYCIN IN TREATMENT OF PROGRESSIVE PRIMARY TUBERCULOUS LESIONS 


The results of streptomycin treatment in progressive 
primary tuberculosis may be summarized as follows: 

1. It uniformly lessened and in most cases obliterated 
the toxic manifestations in twenty-five patients treated. 
The improvement usually became apparent within a few 
days after the treatment was begun. 

2. It reversed the general downward clinical course of 
the disease. 

3. The physical findings improved and were clearly 
demonstrable in thirty to sixty days after treatment was 
begun. 

4. The decreased roentgenologic findings followed the 
improvement in the clinical picture. 
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5. Sputum conversion was completed in four to five 
months in 89 per cent of progressive primary lesions. 


6. The hospital stay was uniformly reduced roughly 
from two to three weeks to six to eight months’ time. 


In spite of the fact, however, that streptomycin has 
shown great promise especially in progressive primary 
tuberculosis in children, it should not be considered a 
cure-all; its use is still in the experimental stage and 
larger numbers will have to be observed over a longer 
period of time before an exact and complete evaluation 
of its worth in this field can be given—McENEnRy, 
SWEANY, TuRNER, Chicago, Illinois Medical Journal, 
January, 1950. 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 


Rochester, Minnesota 
(Continued from the February issue) 


From the late nineties Dr. Allen’s inventive and mechanical genius became 
manifest, especially in his Model Invalid Elevator, which he designed to 
spare the bedridden invalid the strain of assuming different positions for treat- 
ment and dressings and the effort of transfer from bed to chair or from 
room to room. The machine has been described by a physician of Rochester 
as light but strong and stable. The basic table-like structure ran on small 
wheels ; from it rose a strong metal arnt, curved at the top, from which was 
suspended a horizontal, adjustable sheet of thin metal adequate to support 
an adult person. The elevation and angle of this metal sheet were con- 
trolled by a crank. When the apparatus was wheeled to the bedside, 
the support could be slipped under the patient, who could then be lifted and 
transported. Arrangements were made for the manufacture and sale of 
the elevator, and for some years it was used in hospitals to a considerable extent. 
It was patented in the United States, Canada, Great Britain, Germany, France 
and Belgium; in 1899 Dr. Allen was awarded the gold medal of the Academy 
of Inventors of Paris and was made an honorary member of the society. 

Reminiscences of townspeople and gleanings from histories and news- 
papers of Rochester have thrown light on Dr. Allen’s domestic and social, 
professional and civic life over his many decades in Rochester. A tall, slen- 
der, bearded man, he was kindly, gentle and reliable, a good citizen, loyal to 
his ideals and faithful to his responsibilities. Energetic and industrious, he 
always asserted that four hours of sleep in twenty-four were enough for 
any man, especially one engaged in business or professional work. For many 
years he was a familiar sight, driving on his rounds in town and country in 
a top buggy drawn by a gentle horse, Kittie; in January, 1912, there appeared 
a little news item that brought the modest rig sympathetically to the minds 

_ of many Olmsted County citizens: the faithful Kittie had died at the age of 
thirty-two years. In later times Dr. Allen used an automobile, which he 
himself drove well into his ninety-ninth year. He was a member of the 





AS Universalist Church and of fraternal organizations, among them the Masons 
4 (he was a member of Lodge No. 21, A. F. and A. M., of Rochester, a Knight 
id Templar, and holder of the Thirty-second Degree), the Independent Order 
- of Odd Fellows and the Ancient Order of United Workmen. He was medical 
Y, examiner for different organizations and at one time of candidates for the 


United States Military Academy at West Point. 

Dr. and Mrs. Allen had a long life together; on their fiftieth wedding anni- 
versary, and on the fifty-sixth, they were honored by their many friends. 
Their only child was Caison Monroe Allen, who for twenty-five years after 
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1900 was cashier of the First State Bank of Wykoff, Fillmore County. Caison 
M. Allen was married on September 12, 1882, to Betty Cole, of Chatfield. 
In later years Mrs. C. M. Allen was an able teacher of music in the public 
schools of many southern Minnesota towns. She died at Wykoff on February 
15, 1940; Caison M. Allen died in the Episcopal Church Home at Saint Paul 
on June 22, 1942. Their son and only child was L. Dana Allen, long of 
Winona and later of New York City, whose death occurred in Winona in 
November, 1937; burial was at Rochester. 

After the death of Mrs. W. A. Allen, the doctor’s friends chose his birth- 
day on which to pay him their respects. On his one hundredth birthday, March 6, 
1934, Rochester’s esteemed oldest citizen, then in a hospital because of 
declining strength, eagerly received more than 500 callers. Some weeks 
later, as he sat writing, he stooped to pick up a postage stamp, his chair 


slipped, and he fell, suffering trauma and shock. His death resulted within a 
few days. 


Ole W. Anderson (1840-1920) was born on May 22, 1840, near Bergen, 
Norway, and died in Rochester, Minnesota, on December 26, 1920, an accredited 
member of the medical profession of Minnesota; Minnesota MEDICINE carried 
a notice of his death. After the passage of the medical practice act of 1883 he 
received an exemption certificate to practice in the state, on the basis of pro- 
fessional knowledge and years of experience. His was an interesting as well 
as useful life, and his contribution to medicine, although remembered now by 
few, was of value in its day. 

When Ole W. Anderson was about eight years old he came with his parents 
to the United States. The family settled in the region of Viroqua, Wisconsin, 
where they were farmers. In the sixties, a student of the natural sciences and a 
chemist and pharmacist, Mr. Anderson came to southern Minnesota. For a year 
or more he alternated between Olmsted County and Mower County and for a 
time was a contributor to a Norwegian newspaper, founded by Mr. Ole Jorgens, 
of Grand Meadow. 

On July 3, 1865, Ole W. Anderson was married to Gunhild (this name later 
was anglicized to Julia) Lindelien, of Mower County, near Grand Meadow. 
Gunhild Lindelien was born in Bergen, Norway, on February 20, 1845, and 
when a small child came with her parents to southern Minnesota. In Rochester 
Mr. and Mrs. Anderson established their home on South Franklin Street, where 
were born their four children, Lillian B., J. William, Albert Oliver and G. Adolph. 
Life in the household, friends of the family recall, was one of a certain grace 
and dignity tempered by humor. The mother possessed beauty, a lovely singing 
voice and musical talent. Dr. Anderson was a tall, fine-looking man, slender 
when young, heavy but not ponderous when old, who always wore a full beard. 
A devoted reader of the Bible and the works of Pope, Milton, Byron, Shakespeare 
and Ruskin, he could quote long passages from each. A member of Rochester’s 
Scandinavian Literary Society, he was one, as was Dr. William Netter, in 
Rochester in the early eighties, to give ““Declamations,” and he is remembered as 
a delightful raconteur of an endless fund of stories. 

In May, 1867, O. W. Anderson, druggist and chemist, in a shop next to Head’s 
Stationery Store, Rochester, called the attention of the city and the surrounding 
country to his New Drug Store, which was stocked with drugs, medicines, chemi- 
cals, pharmaceutical preparations, patent medicines, perfumeries, toilet goods, 
surgical instruments and miscellany and with “pure wines and. liquors for 
medicinal purposes.” He was a prohibitionist, at one time active in the Prohibition- 
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ist Party, and was as much opposed to tobacco as to alcohol. In December, 1867, 
he entered partnership with Dr. William W. Mayo, in Rochester since 1863, 
who made the drugstore his headquarters and put up and dispensed his own 
prescriptions. Although this alliance ended in the summer of 1869, the mutual 
respect and esteem of the two men continued; much later Dr. William J. Mayo, 
then an elderly man, spoke of Dr. Anderson as a fine citizen. 

By 1870, well established as a manufacturing chemist and apothecary, O. W. 
Anderson was offering a long list of remedies of his own compounding, “the 
Norwegian Family Medicines”: a few of the titles were, Hysteric Drops, Elixir 
of Life, Blood and Liver Renovator, and Compound Syrup of Blackberry Root. 
In the early years of the business he used a jobbing wagon, enclosed and bearing 
the legend, “O. W. Anderson’s Medicines,” which made long trips of distribution. 
In 1885 he fitted up the second story of La Due’s Block on Broadway for a new 
and enlarged laboratory to supply the growing demand for his preparations. 

Dr. Anderson made no pretension to clinical practice such as was carried on 
by graduate physicians of Rochester. He was essentially a chemist and apothecary, 
the latter in the early English meaning of the word, who prescribed and dispensed 
specially compounded tinctures and ointments. A distinguished physician of 
Rochester who from his youth knew the Anderson family intimately and had 
knowledge of Dr. Anderson’s remedies, has said, “His medicines were of the 
very best, gave absolute satisfaction, and if they were still manufactured, there 
would still be a call for them.” A son, Dr. G. A. Anderson, in 1945 wrote in 
regard to this opinion, “I believe that the statement which you quote is true. . 
My brother Will was greatly disturbed not to be able to supply the demand, which 
continued to come long after my father’s passing, when the remedies were no 
longer prepared. Regarding my father’s medical practice, it is my impression 
that it was largely incidental to the distribution of the Norwegian Family Medi- 
cines, which he originated and prepared. These remedies were designed to meet 
the home requirements of the very large Norwegian population of Minnesota, 
Iowa and the Dakotas, among whom they had become household necessities, and 
they were sold through the wholesale houses of St. Paul and Minneapolis in great 
quantities. These consumers often appealed for personal attention and this was, 
in my opinion, the clientele which he served.” 


Dr. Anderson survived his wife, who died on June 13, 1913. Of their children, 
Lillian B. Anderson (1866-1914) was the wife of Dr. John Abraham Freeborn, 
of Ortonville and later of Fergus Falls; Dr. and Mrs. Freeborn had three 
daughters, all of whom were living in 1945: Gertrude Lillian (Mrs. Paul E.) 
Francis, Frances Mary (Mrs. Howard J.) Vandersluis, and Constance Margaret 
(Mrs. Elmer A.) Haugen. J. William Anderson (1868-1940), a respected and 
substantial citizen of Rochester, first assisted his father in the laboratory, later 
ran a printing office, and for twenty-five years was clerk of the municipal court; 
he lived all his life in the home where he was born, and in 1950 his wife contin- 
ues to make it her home. Mrs. J. W. Anderson before her marriage was Ver- 
ona Boelter, a registered nurse, member of a Rochester family. Albert Oliver An- 
derson (1873- ) studied music in Chicago, New York, Paris and Berlin and 
in 1923 received the Fellowship degree of the American Guild of Organists. G. 
Adolph Anderson (1877- ) on graduation from the Chicago College of Dental 
Surgery in 1901 became assistant to Dr. E. A. Bogue of New York City, but soon 
after entered private practice, specializing in the regulation of children’s teeth. 
A landscape artist of merit; he began lessons with Mrs. Mary Catherine Livermore 
of Rochester, studied at the Art Students’ League of New York and at the 
Académie Julien and Collorossi in Paris; his paintings, exhibited in America and 
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in Europe, drew the favorable attention of John LaFarge (1835-1910). He was 
married in 1912 to Gertrude Gregory Pease, of Ridgewood, New Jersey, who died 
in 1917. Since 1928 Dr. Anderson and A. O. Anderson have lived at Mt. Tremper, 
in the Catskill Mountains, New York, where they conduct extensive work in 
reforestation (1946). 


Amos L. Baker (1852-1932), son of Gorham Baker and Harriet Stowers 
Baker, was born near Sharon, Franklin County, Maine, on December 6, 1852. 
His parents were farmers, there were several children, and money was scarce, 
so that he earned his own way through school and college. After leaving the 
district schools, he entered Western State Normal School at Farmington, Maine, 
from which he was graduated in 1876, and in 1881 he finished the course of the 
Maine Central Institute, at Pittsfield, a classical school whose graduates were 
qualified to teach in high schools. For a year or two thereafter he taught in the 
public schools of Maine before coming, about 1883, to Dover, Olmsted County, 
Minnesota. 


In Dover he served two years as superintendent of the village schools and at the 
same time read medicine under the direction of Dr. A. W. Stinchfield, of Eyota, 
a few miles west. The long summer vacations he spent in Dakota Territory, 
at Onida, where he took up a claim, and at Blunt, where he worked at carpentry 
to improve his finances. On Friday, June 12, 1885, the Dover schools, which had 
been “under the able management of Professor A. L. Baker, assisted by Mrs. 
Horace Witherstine,” closed for the year. They were “never in more flourishing 
condition.” Mr. Baker was removing to Eyota to study intensively with Dr. Stinch- 
field. 


In the autumn of 1885 Amos L. Baker, more than ten years older than the 
average medical student, entered Rush Medical College at Chicago; he had sold 
the relinquishment of his Dakota claim to help with his expenses. In February, 
1887, he was graduated with the degree of doctor of medicine and immediately 
afterward he left for Maine, where he was married to Lula E. Atwood, at 
Winterport, near Monroe, Waldo County. Miss Atwood, a native of Monroe, had 
been from 1882 to 1886 principal of the high school at Northfield, Minnesota ; 
she and her husband first met in their student days at Maine Central Institute. 
Her brother Charles was a physician who practiced at Winterport until his death 
in the early 1900’s; her sister Abbie was married to Dr. John Sewell, of Boston. 

Dr. Baker began his initial medical practice at Plainview, Wabasha County, 
on June 15, 1887, filing with the clerk of court at Wabasha his state certificate 
No. 1448 (R), which had been issued five days earlier. During his residence in 
Plainview he occasionally substituted for Dr. Stinchfield and Dr. Nathaniel S. 
Lane, when those partners were at medical meetings. When Dr. Lane removed to 
North St. Paul in December, 1887, Dr. Stinchfield invited Dr. Baker into partner- 
ship. 

For the next two years Dr. and Mrs. Baker were residents of Eyota. Cultured 
and intellectual, they were representative of down-East manners and customs in 
the finest tradition. In the vicinity of Dover and Eyota, where many pioneers 
from New England had settled, they found a congenial atmosphere and there as 
elsewhere they won and held the admiration and affectionate regard of all who 
knew them. They furthered civic and educational interests and were supporters 
of the Methodist Episcopal Church. The doctor was a member of the Masonic 
Lodge and the Independent Order of Odd Fellows. 


From Eyota Dr. Baker removed in April, 1890, to Pleasant Grove, where a 
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vacancy had existed since Dr. Alonzo W. Hill, the local physician from early days, 
left for the West in the previous autumn. In Pleasant Grove the Baker home and 
office were in the Russell House. In January, 1891, when a fire destroyed both 
household and professional equipment and even currency, the doctor in battling 
the flames incurred sciatica that disabled him for months. He was recovering and 
had leased new quarters when one day a delegation of citizens from Byron, in 
Kalmar Township, called to invite him to that village as resident physician. He 
.accepted, bought the practice of Dr. Frank M. Johnson, who was leaving Byron 
for Dover, and by September 1, 1891, was established in the community that he 
was to serve well for the next nine years. When the Southern Minnesota Medical 
Association, of which he was a founder and sometime president, was holding its 
annual meeting at Rochester in August, 1893, the current officers authorized 
newspaper comment on “some of the leading members present” ; “Dr. A. L. Baker 
of Byron is one of the best posted among the young men and is a rustler. He 
has secured a large practice in Byron, and that community is to be congratulated 
on having so good a man located in its midst.” 

In September, 1900, after Dr. Charles O. Wright had left Kasson, Dodge 
County, west of Byron, Dr. Baker with his wife and two daughters settled in that 
village, which for thirty-two years was the family home and the center of Dr. 
Baker’s exceptionally active and intensive practice. 

Dr. Baker was the invaluable village and country doctor of the best and high- 
est type, in sympathy with the needs of the people, who had absolute confidence 
in him, and with the expanding function, scientific and humanitarian, of his pro- 
fession. He served many terms as county physician in the different communities 
of his residence. A keen diagnostician of sound judgment, he had the important 
virtue that in a difficult case he never hesitated to call for professional consulta- 
tion. He early became a constructive member of local county medical societies, 
the Southern Minnesota Medical Association, as noted, and of the Minnesota 
State Medical Society and the American Medical Association. By frequent clinical 
trips and postgraduate courses, notably at the New York Polyclinic Medical 
School and Hospital, and by additions to his library and therapeutic equipment he 
kept in touch with and aided medical advance. 

In 1926 Dr. Baker retired from practice because of failing health; he died at 
Kasson on July 22, 1932, from cardiorenal disease, survived by Mrs. Baker and 
the two daughters. Ethel Baker Odden, a graduate of Winona Teachers College, 
is the wife of Knute Odden, a pharmacist, of Benson, Minnesota. Mr. and Mrs. 
Odden have three sons: Richard, with the United States Army during World 
War II; Robert, an electrical engineer with Farnsworth, in Indiana; and Lloyd, 
in his third year (1945) with the United States Merchant Marine. Vera Baker 
Tice, a graduate of Stout Institute, is married to Harvey A. Tice, native of Omro, 
Wisconsin, machine shop teacher at Technical High School of St. Cloud. After 
Dr. Baker’s death Mrs. Baker made her home with Mrs. Tice, for eight years at 
Huron, South Dakota, and for one year at St. Cloud; she died at St. Cloud on 
January 26, 1941. 


Nathan Morton Baker (1859-1928) was an assistant physician, the ninth 
appointee, on the staff of the Second Minnesota Hospital for Insane, at 
Rochester, Minnesota, from October, 1889, to May, 1893. 


Born near St. Peter, Minnesota, in 1859, he received his preliminary education 
in the public schools of Le Sueur County and in St. Peter, Nicollet County, and in 
1884 was graduated from the University of Minnesota with the degree of 
Bachelor of Arts. Subsequently he taught school and later was chemist at the 
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laboratories of the state board of health at Red Wing. Having decided on the 
profession of medicine, he entered the medical department of the University of 
Pennsylvania, from which he was graduated in the spring of 1889. On his return 
to Minnesota he received, on July 6, 1889, as a resident of Goodhue County, 
license No. 65 (R) from the medical examining board of Minnesota ; this certifi- 
cate in due time he filed in Olmsted County. 

During his years in Rochester Dr. Baker made annual trips of several weeks 
each to New York and Philadelphia for special medical study, and he became a- 
member of the Olmsted County Medical Society and the Minnesota State Medical 
Society. Social circles found him an asset because of his personal worth and 
gracious ease and wit, and professional associates valued him in addition for his 
skill, his equable temper and his ethical canduct. 

In May, 1893, Dr. Baker left Rochester for St. Peter, where he was called to 
serve as assistant superintendent of the? Minnesota Hospital for Insane under 
Dr. H. A. Tomlinson. There again his record was excellent. When he resigned 
in May, 1895, to enter private practice in Spokane, Washington, the trustees of 
the hospital paid formal tribute to him as a fine man and conscientious physician. 

In Spokane, where he married, Dr. Baker for more than thirty years conducted 
a general practice, with special interest in surgery. His offices for many years 
were in the Old National Bank Building, later in the Fernwell Building, and still 
later in the Paulsen Building. He was a member of the city board of health, of 
the Spokane County Medical Society (once its president), of the state medical 
organization and of the American Medical Association. His death occurred in 


Spokane in 1928. 


Ira C. Bardwell, born in Wayne County, New York, in February, 1812, 
removed with his parents when he was seven years old to Livingston County, 
New York, where he received his early education and where, as a young man, he 
read medicine in the office of Dr. Champlain for a year and a half. He next 
went to Steuben County, New York, and from there to Willoughby, Ohio, where 
he studied and attended medical lectures two years. For the next few years, always 
trending west, he practiced medicine at different places, and in the early fifties was 
in Prophetstown, Illinois. 

Early in 1856 Dr. Bardwell, a reputable physician and surgeon, arrived in 
Rochester, Olmsted County, Minnesota, accompanied by his wife, Louisa Cutler 
Bardwell, a native of Massachusetts, to whom he was married in 1837. Shortly 
after his arrival Dr. Batdwell was appointed to a two-year term as the first clerk 
of the district court for Olmsted County; he served at the first session of the 
court on April 4, 1856. 

In 1859 with his family he left Rochester to settle in the prosperous village of 
Pleasant Grove in’ Pleasant Grove Township. Here for twenty-nine years, until 
the coming of Dr. Alonzo W. Hill, in 1878, he was the only active resident 
physician; vague reference has been noted to a Dr. Chase and to “the good and 
venerable Dr. Hunt” who were there in the sixties. Dr. Bardwell was esteemed 
as citizen and physician and he served his community well. He was local health 
officer; he was a Republican who faithfully attended county conventions; and a 
Mason, member of the Pleasant Grove lodge. In August, 1871, when a picnic was 
held on College Hill, in Rochester, for organization of the Olmsted County Old 
Settlers’ Association, Dr. Bardwell was elected vice president for his section of 
the county. 

Little has appeared about the children of Dr. and Mrs. Bardwell. In November, 
1870, a daughter, Ella C. Bardwell, was married at the home of her parents to 
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J. C. Wagoner ; in December, 1878, Ella Bardwell Wagoner was married to Adrien 
Peck. In the History of Winona and Olmsted Counties, of 1883, Mrs. Peck was 
mentioned as the only living child of Dr. and Mrs, Bardwell. 

On April 6, 1883, the Rochester Post reported that Dr. Bardwell had sold his 
residence and other property in Pleasant Grove to D. W. Johnson. This sale no 
doubt was in preparation for removal to Dakota Territory; on June 13, 1884, the 
Rochester Record and Union noted the death in Sioux Falls of Mrs. Ira C. Bard- 
well, formerly of Pleasant Grove. It is probable that Dr. Bardwell, seventy-one 
years old in 1883, did not practice medicine in Dakota; his name does not appear 
in the roster of physicians who registered in Dakota Territory between June 5, 
1885, and June 30, 1890. 

For the sake of record: In certain old commercial directories Dr. Bardwell’s 


initials appear in various inaccurate combinations, and in one work the name 
was printed “Bredwell.” 


Elbert E. Barnum (1851-1907) was for a few months a member of the 
medical profession of Olmsted County. Born in 1851, a graduate of the medical 
department of the University of Michigan in 1876, Dr. Barnum in August, 1884, 
settled in Eyota, Olmsted County, where he had his office in his residence, the 
“first door west of Walter Dixon’s.” Well qualified though he was, he stayed in 
Eyota so short a time as to leave little impress on the community. In the official 
directory of physicians of Minnesota for 1883-1890 Dr. Barnum was listed as 
resident at St. Peter, Nicollet County, holder of state license No. 1293 (R), which 
was issued on December 10, 1886. Prior to 1896 he was well established in Pine 
City, Pine County ; he died there from pneumonia in January, 1907. 


Marshall Thomas Bascomb (1851-1899), who spent his boyhood in Oronoco, 
Olmsted County, practiced medicine in Pleasant Grove from 1895 to 1899. 
Newell Bascomb, father of Marshall Thomas Bascomb, was born on October 25, 
1819, in Vermont, the son of Asa Bascomb and Abigail Palmer Bascomb, both of 
whom were natives of Franklin County, Vermont. Asa Bascomb served the 
United States on Lake Champlain in the War of 1812. Newell Bascomb in early 
life went to Cleveland, Ohio, and there and in Mount Vernon, Ohio, followed 
his trade of carpenter and joiner until 1855. In the autumn of that year he came 
to Oronoco, Minnesota, where he established a home and sent for his family. He 
had been married on March 12, 1843, to Mary A. Upton-Damon, daughter of 
George and Mary Upton-Damon, of Fairfax, Vermont. There were four children 
of the marriage: Orwin Newell was born on October 20, 1844, and died on April 
12, 1865, in a military hospital at Gallatin, Tennessee, from disease incurred in 
line of duty in the United States Army during the Civil War. Edwin Gordon 
Bascomb was born on September 1, 1846; he was married on February 13, 1878, 
to Carrie Wheat, daughter of Dr. and Mrs. John N. Wheat of Austin; Dr. Wheat 
in the early eighties practiced for a year or two in Rochester. Sarah M. Bascomb 
was born on June 23, 1849, and was married on December 25, 1866, to Warren 
Wirt of Oronoco Township, and years later to Mr. Goodell of Oronoco. 
Marshall T. Bascomb was born on November 18, 1851, and was four years old 
when, in a bitter December, Mrs. Bascomb with her young family made the 
hazardous trip to Minnesota to join her husband. Traveling overland from Ohio 
to Galena, Illinois, she caught the last steamer of the season to forge up the ice- 
clogged Mississippi. At La Crosse the boat was frozen at the levee, and it was 
two weeks before Mrs. Bascomb could get across the river on the last lap of her 
journey, over hills and prairies. Many travelers perished on the trails during that 
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period, and Newell Bascomb had given his family up for lost when they at last 
arrived at Oronoco. Only the fact that Mrs. Bascomb had brought many bed- 
clothes, which served as wraps, had saved them. As it was, Sarah and Marshall 
had frozen their feet. 

Marshall T. Bascomb was a pupil in the schools of Oronoco and of Rochester 
and in the early seventies took a course of medical study at the University of 
Michigan. In 1875 he was married to Ella B. Cook, daughter of “Mr. and Mrs. 
Martin W. Cook, respected pioneer citizens of Rochester. Martin W. Cook was 
a native of Canada; his wife was Mary Benedict, from Connecticut. In Olmsted 
County Mr. Cook was an inaugurator of dairying and fruit farming. 

There is record that from 1877 to 1879 Dr. Bascomb practiced medicine in 
Brownsdale and in Grand Meadow, Mower County, and that for a year or more in 
1880 and 1881 he practiced at Eau Galle, Wisconsin. The Rochester Post of 
October 28, 1881, reported that Dr. M. T. Bascomb had gone to Cleveland to 
attend medical college. On March 14, 1882, he received the degree of doctor of 
medicine at Western Reserve University and immediately afterward went to Clark, 
Clark County, Dakota Territory ; under the medical practice act of Dakota, in 1885, 
he registered on July 9 of that year. While in Clark he was a member of the state 
board of health, in 1893-1894, and county coroner, 1894. 

In 1895 Dr. Bascomb returned to Olmsted County to be near relatives, settled 
in Pleasant Grove, and opened a drugstore as an adjunct to the practice of 
medicine. The village had lacked a physician since Dr. A. L. Baker left for Byron 
in the summer of 1892, and Dr. Bascomb, able practitioner and upright citizen, 
jolly, likeable and good-looking, with his wife and two sons was well received. 
He had a general practice and at the same time devoted special attention to ortho- 
pedics, a field in which he studied to improve his knowledge and skill. He was a 
strong member of the Olmsted County Medical Society and the Southern Minne- 
sota Medical Association. He served as local county physician during most of his 
years in Pleasant Grove. He was active in fraternal organizations, among them the 
Masonic Lodge, Knights of Pythias, Independent Order of Odd Fellows, the 
Ancient Order of United Workmen and the Modern Woodmen of America. 

Dr. Bascomb by reason of personal qualities and professional. service was one 
of Olmsted County’s best known and most respected physicians. Regrettably his 
gradually failing health limited and shortened his career. He died in his forty- 
eighth year, on January 28, 1899, a few days after undergoing an operation for 
removal of gallstones, at St. Mary’s Hospital, Rochester. He was survived by his 
wife, two sons, Fayette W. Bascomb and Marshall R. Bascomb, his mother, his 
sister Sarah and his brother, Edward G. Bascomb, of Austin. 

Some weeks after Dr. Bascomb’s death Dr, Simeon P. Meredith (q.v.), of 
Spring Valley, Fillmore County, bought the practice and drugstore, and Mrs. 
Bascomb removed to Rochester, and later to Minneapolis. She died in Hollywood, 
California, on July 11, 1931. The elder son, Fayette W. Bascomb, became a 
manufacturing chemist. The younger son, Marshall Royton Bascomb, in 1924 
was graduated from the General Medical College of Illinois; in 1947 he was a 
practicing physician and surgeon at Maywood, Illinois. He was married on July 
6, 1923, to Hulda E. Johnson; Dr. and Mrs. Bascomb have one son, a manufactur- 
ing chemist. 


(To be Continued in the April issue) 
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President’s Letter 


WHY COMPROMISE? 


| lye AND AGAIN some physician says, “The welfare trend is here. We 
can’t stop it. Let’s just compromise and salvage what we can.” 


That, in my opinion, is the worst type of defeatism. It does not demonstrate a 
broad-minded tolerance for alternative viewpoints as, superficially, it would seem 
to. No, it’s cowardly thinking, lazy thinking and it has not even the saving 
grace of logic. 


For there can be no compromise with facts. 


Medicine has given the American people the highest standard of healthy living, 
the greatest research discoveries in history, more than twenty additional years of 
life expectancy and a freedom from disease and suffering never before and never 
elsewhere experienced. 


These are facts. 


Medicine is threatened now with a curtailment of its freedom, a regimentation 
into uniform mediocrity, through annexation by the government, that would not 
only destroy a proud profession but would rob Americans of the advantages they 
now possess and the great health-potential of the future. 


These are facts. 


The medical profession has, therefore, set out to tell these facts to the people 
who should know them—the people who, in a democratic way, will decide the 
issue. The education process is being financed by physicians who believe that 
Americans are as much entitled to the facts about health as they are to health 
itself. Every medium of communication is being taken into consideration, and no 
effort is being spared in this highly important educational work. 


As in the case of those who would compromise with the facts, there are those 
in the profession who would compromise in the measures taken to ward off this 
first approach to the welfare state. These are the physicians whose contributions 
to the campaign are negative ones—who apparently think that their responsibility 
in the informational project is limited to criticizing the methods of conducting it. 





This compromise of inaction is as disastrous as out and out opposition. 


Unfortunately, some of our members, who failed to assume the obligation of 
an AMA assessment in 1949, have been guilty of a compromise of inaction that not 
only detracts from the financial backing necessary for a program of this scope 
and intensity, but weakens the spirit of unity and strength that should characterize 
the message of the American Family Doctor to the American public he serves. 


Let’s not be guilty here of further compromises with fact and action. 
fi | 


President, Minnesota State Medical Association 
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+ Editorial . 


Cart B. Drake, M.D., Editor; Grorce Eart, M.D., Henry L. Uxricnu, M.D., Associate Editors 





DOCTOR ROSSEN—COMMISSIONER 
OF MENTAL HEALTH 


HE dinner held at the Coffman Memorial 
Building at the University of Minnesota on 
the evening of February 2, 1950, served to pub- 
licise the assumption of duties of the first Com- 
missioner of Mental Health of the State of Min- 
nesota by Dr. Ralph Rossen. Appointed De- 
cember 15, 1949, Dr. Rossen officially took charge 
on February 1. The dinner was arranged by a 
special committee, of which Dr. Ernest M. Ham- 
mes of Saint Paul was chairman, and was at- 
tended by some 950 individuals from all over the 
state who are interested in the new mental health 
program which has been so ably sponsored by 
Governor Youngdahl. The Governor, appropri- 
ately and with his usual ability, presided at the 
dinner and called upon a number of those active 
in the state’s program who attested Dr. Rossen’s 
qualifications and pledged him their support. 
The care of the mentally ill has always been a 
neglected field. Commonly a long drawn out ill- 
ness, most families have been forced to rely on 
state aid in the care of affected family members. 
As a rule, the care provided has been custodial 
only, and a hopeless attitude as to cure has been 
evident. Today such a pessimistic view is not 
justified, for a sizeable percentage of the mentally 
ill recover and resume their places in society. 
There has been a growing consciousness that 
much too little was being done for the mentally 
ill by our State. The survey of the mental sana- 
toria by Mr. Ries, under the sponsorship of the 
Minnesota Unitarian Committee, of which the 
Reverend Arthur Forte was chairman, confirmed 
the suspicion. Our Governor, with his Advisory 
Council, backed the bill for increased appropria- 
tions which passed the Senate without a dissenting 
voice and was signed by the Governor on April 
20, 1949. This provided for an increase of 15 
million dollars in the appropriation over the last 
biennium for expanding the care of the mentally 
ill within the State. This includes the construc- 
tion of new wings and buildings, modernizing the 
present institutions, the employment of enough 
personnel to man the institutions, a forty-hour 
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week for institutional employes, a psychiatric 
training program to staff the hospitals, and a re- 
search program. The bill provides, in addition to 
the creation of a Commissioner of Mental Health, 
the appointment of two psychiatrists, a chief 
nurse, a chief psychiatric social worker, a chief 
dietitian, a chief psychologist, a personnel mana- 
ger, and a supervisor of maintenance work. 

In the not so distant past, the State ap- 
propriated but $1.50 a day for the over-all care 
of its mental patients which now number 14,000 
in the ten state hospitals. This has been increased 
recently to $3.00 a day which is about half the 
$5.85 a day cost at the Veterans Psychiatric Hos- 
pital at St. Cloud. There is good reason to be- 
lieve that with a sufficiently well-trained person- 
nel, the turn-over of patients can be greatly in- 
creased to the benefit of patients and taxpayers. 

In entering this new mental health program, 
Minnesota is taking its place among the states 
that are pioneers in this enlightened outlook in 
the care of the mentally ill. Other states will have 
their eyes upon us. 

The choice of Dr. Ralph Rossen seems to have 
met unanimous approval. Born in Hibbing, Min- 
nesota, he is a graduate of the University of Min- 
nesota Medical School and has taken advanced 
degrees in psychiatry and neurology. Assistant 
superintendent at St. Peter in 1936 before serving 
as a Lieutenant Commander in the Navy, he be- 
came superintendent at the Hastings mental hos- 
pital at the age of twenty-eight. He is said to 
have done away with restraints at this hospital— 
no mean accomplishment. He is also said to have 
a personal acquaintance with all his patients. Our 
best wishes go to Dr. Rossen in his new under- 
taking. As he has stated, progress will of neces- 
sity be slow. 


NATIONAL HEALTH PROPOSALS 


HYSICIANS who attended the Democratic- 
Farmer-Labor Conference on National Health 
Proposals at the Radisson Hotel in Minneapolis 
on Saturday, February 18, could not fail to be 
impressed with the importance of the health is- 
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sues before the American people today. The meet- 
ing was supposed to be in the nature of a work- 
shop for the presentation of various subjects such 
as the Truman Health Program, the Voluntary 
and Cooperative Health Plans, the points of view 
of the AMA and CIO, ending with a summary by 
Senator Hubert H. Humphrey. 


Much of the program constituted fair and in- 
structive presentations of the various health sub- 
jects. Dr. Elmer Hess, vice chairman of the 
Council on Medical Sciences of the AMA, gave 
an able presentation of the reasons members of the 
medical profession favor voluntary insurance 
plans to provide for the cost of medical care and 
are opposed to compulsory government insurance. 


Roy Reuther, one of the three Reuther brothers 
of CIO fame and himself co-ordinator of political 
action of the United Auto Workers, let it be 
known in no uncertain terms that the members of 
his labor unions want government-supplied medi- 
cal care and intend to attain. their objective. He 
severely criticized the AMA for what he called 
its horse-and-buggy day attitudes in public re- 
lations. He claimed that the AMA had early op- 
posed the principle of voluntary insurance plans 
recommended in the report of the Committee on 
the Cost of Medical Care which appeared in 1932; 
that support was given to the Blue Cross and Blue 
Shield plans only when the government threatened 
to supply this type of hospital and health insur- 
ance on a compulsory basis. He mentioned the 
Group Health experience in Washington, the 
5,000,000 rejected draftees as a proof of the de- 
plorable lack of medical care in our country, the 
necessity for compulsory $2500 AMA dues be- 
cause of the poor response of the membership on 
a voluntary basis, the low overhead cost of gov- 
ernment-operated insurance compared with pri- 
vate insurance, and now the accusation of social- 
ism and even communism when the proposal of 
compulsory government medical care is made. All 
of these statements merit more amplification than 
is possible here. Suffice it to say that many in the 
medical profession from the onset backed the 
voluntary insurance principle to meet the high 
cost of hospital care; that the medical profession 
deserves the credit for the Blue Shield which was 
advocated in certain quarters at least as far back 
as 1932 ; that there was considerable question as to 
the legality by the appropriation of government 
funds for the establishment of Group Health in 
Washington ; that the number of rejections at the 
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time of the draft for World War II does not con- 
stitute a deplorable condition of health amongst 
the American youth which could be bettered by 
compulsory government health insurance ; that the 
$25.00 dues is to provide funds for informing the 
public about the advantages of free enterprise and 
is not a lobby fund (there is some truth to the 
statement that the response to the voluntary as- 
sessment of $25.00 in 1949 was not as great as it 
should have been) ; that government operation of 
any undertaking has always proven more expen- 
sive than private management. The insistence that 
compulsory government health insurance is not 
socialism is so absurd that it smacks of the 
psychology put forth in Mein Kampf. If a false- 
hood is repeated often enough, a certain amount of 
credence will result. 


Our Senator Humphrey wound up the program 
with a summary of the national health proposals. 
His statement that the battle for national health 
insurance has already been won received wide- 
spread newspaper publicity. It was certainly a 
startling statement, and we beg to suggest that 
there may be room for some difference of opinion. 
He, being a member of the Committee on Labor 
and Public Welfare, should know whereof he 
speaks when he states that the Senate has already 
passed four of the seven points in Truman’s 
Health Plan. According to Mr. Humphrey, all 
that remains to be done is to select one of the five 
health insurance bills now before the Senate. 
The total cost to the Federal Government of the 
Truman health proposals already passed by the 
Senate will amount to an estimated $300,000,000 
a year, for which Senator Humphrey believes 
there will be more than due compensation by the 
cutting down in sickness and the saving of lives. 

It was unfortunate that Senator Humphrey 
seemed so vindictive in his attitude toward the 
AMA and the local profession.* The Senator had 





" *The Senator claimed that the AMA had insulted Senator 
Murray of Montana by failing to answer his request for 
assistance in drawing up the 1946 Wagner-Murray-Dingell Bill. 
He also resented the statement which appeared in The Bulletin 
of the Hennepin County Medical Society of September, 1949 
that “Senator Hubert H. Humphrey, with his usual agility to 
distort facts, stated that Reorganization Plan No. I was in line 
with the recommendations offered by the Hoover Commission.” 
What happened was that the Task Force of the Hoover Com- 
mission which had to do with the reorganization of the medical 
activities of the Federal Government made a supplemental report 
which appeared in March, 1949, recommending that these govern- 
mental activities be established as a Health Department under a 
physician with the status of a Cabinet Officer instead of being 
included with Social Security and the Department of Education 
as a_Welfare Department as provided in Reorganization Plan 
No. I. It is stated that Mr. Hoover gave his approval to Re- 
organization Plan No. I at the time hearings were being held by 
the Senate Committee. Thus the Hoover Commission made one 
recommendation and Mr. Hoover another. Therefore, a statement 
that Mr. Hoover recommended Reorganization Plan No. I would 
not have told the whole story. The medical profession also blocked 
the Reorganization Plan No. I which was backed by our Senator. 
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received many replies to the letters he had sent the 
profession asking for an expression of their 
opinion on health matters. So he must have known 
that his activities in Washington in backing Presi- 
dent Truman’s health plans have not met with 
their approval. Possibly the result of the recent 
poll of the Minneapolis Tribune has not been 
called to his attention. Whereas, according to the 
Tribune’s poll held in February, 1949, 56 per 
cent favored a national health insurance and only 
23 per cent were against it in September, 1949, in 
answer to the question as to whether one would 
like to see a health program similar to Britain’s 
adopted in this country, only 29 per cent voted 
yes and 53 per cent voted no. This is very evi- 
dently a reversal in public opinion in Minnesota. 


After all, our senators as well as representatives 
in Washington are supposed to represent the ideas 
and further the wishes of their constituents. They 
are the servants of the people, not their rulers, 
and are delegated to pass laws according to the 
wishes of their constituents. The Democratic 
platform in the last national election did not in- 
clude a plank for compulsory government health 
insurance, and Senator Humphrey need not feel 
in duty bound to support such legislation on that 
score. We, the people, include a lot more than the 
officials of certain labor unions, and there are 
certain indications that we are beginning to arouse 
ourselves to oppose the extension of socialism in 
our country. 





COURSE FOR NATIONAL GUARD AND 
RESERVE OFFICERS 


For the convenience of National Guard and Reserve 
medical officers, the School of Aviation Medicine at Ran- 
dolph Field, Texas, has divided its Aviation Medical 
Examiner course into three phases of three weeks each. 
It is anticipated that many National Guard and reserve 
officers who have been unable to leave their civilian prac- 
tice long enough to take the course can now do so by 
taking it in installments of three weeks each. The 
only requirement is that they complete the nine weeks 
of special medical training over a period of four years. 
However, this does not preclude a National Guard or 
reserve officer from taking two phases of the course 
or the entire course in one year if he wishes to do so. 
The National Guard and reserve officers who take the 
course by phase will be required to complete their two 
weeks of flight indoctrination with the National Guard 
or reserve unit to which they are or may be assigned. 
On completion of the course they will be rated as Avia- 
tion Medical Examiners and qualified to serve as such 
with their respective National Guard and reserve units. 
After a year of such duty in the field, and on proper 
recommendation, they will be eligible to become flight 
surgeons. 
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OUR SOCIAL SECURITY 

Our legislative and administrative difficulties with the 
Social Security Act have arisen largely from the fact 
that the Act sets up two competing methods for tackliny 
dependency: social assistance and social insurance. The 
latter is a cruel hoax. Workers are not buying insur- 
ance; they are not paying premiums; they are paying an 
ordinary income tax.t They do not have a contractual 
agreement that for such and such a premium they will 
be entitled to a certain annuity at age 65. The workers 
of this country think they are paying for old-age an- 
nuities which will become payable at age 65. In reality 
they will not get anything unless they stop work, and 
unless they have had a specified number’ of years in 
covered employment. What they will get, if they get it, 
is a small wage-loss retirement annuity which will come 
to them as a gift from the Government, that is, from 
other taxpayers. These facts should be explained to the 
people so that we may have an end to all this talk about 
“benefits as rights.” 


The fact to be borne in mind is that millions of work- 
ers are destined to be fooled. Even now they are being 
cheated right and left, while the Government pockets the 
taxes without either paying benefits or returning what 
the individual has paid in. Thus a woman may work for 
8 or 9 years before marriage and may never again re- 
turn to the labor market. At age 65, if her husband has 
qualified under OASI, she will be insured by virtue of 
her married status and will be entitled to the fractional 
benefits accruing to her as wife or widow of an insured 
worker. However, she would have been entitled to those 
benefits even had she paid no taxes herself. She has 
thus been cheated out of 8 or 9 years’ taxes for which 
she receives nothing at all. In the aggregate, the Gov- 
ernment “saves” large sums by the scheme. I leave it to 
you to decide what name to apply to that sort of sharp 
practice. 


I wish to call to your attention still another form of 
“saving” which Federal officials have in mind. There 
are now 3.5 million persons 65 and over who are en- 
titled to benefits. Of this number 1.5 million have not 
applied for OASI benefits, presumably because they do 
not know their rights or are still working. During the 
next 50 years millions of workers will be cheated in this 
way. They will pay taxes for years but never collect any- 
thing. This is part of the Federal plan, not an accident. 
The Council of Economic Advisers to the President, in 
discussing this matter, states: 


“The following table illustrates, for the next quarter 
century, the probable growth of the total aged popula- 
tion and of the numbers eligible for and receiving re- 
tirement benefits under proposed legislation. The esti- 
mates are based on our belief that many aged individuals 
will not retire voluntarily in an economy with abundant 
job opportunities. Accordingly, the number of individ- 
uals receiving benefits is estimated to be well below the 
number eligible under the insurance system.”*—American 


Medicine and the Political Scene, February 2, 1950. 
+Supreme Court of the United States, Helvering v. Davis, 
Brief for petitioners, 910, p. 40, 1937. 
*The Economic Report of the President, transmitted to the 
Congress January 6, 1950, p. 121. 
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ORGANIZATIONS IN STATE OPPOSE 
SOCIALIZED MEDICINE 


Minnesota has 119 organizations on record 
against compulsory health insurance, making it 
eighth.in the nation, according to a report issued 
by Dr. Elmer L. Henderson, chairman of the 
Campaign Co-ordinating Committee of the 
AMA’s education campaign. 


Much credit is given by Dr. Henderson to the 
state medical associations for their efforts to get 
state and local organizations to pass resolutions 
against socialized medicine. Continued action of 
the state medical association in making data avail- 
able to the public, will assure an even better record 
for 1950. 


Organizations on record against compulsory 
health insurance include 145 national, 480 state 
and 2,136 local groups, a total of 2,761 organi- 
zations, the report states. The first seven states 
and their total resolutions are: Indiana, 385; 
Illinois, 166; Pennsylvania, 160; Michigan, 152; 
New York, 140; West Virginia, 131; Ohio, 125. 

Dr. Henderson notes that facts have proven 
the case against government medicine for these 
organizations. He says: 


“All organizations listed in this report have raised 
their voices in formal protest against compulsory health 
insurance. 

“They have studied the facts behind this important 
public issue, and by their action, have notified their na- 
tional lawmakers that they are opposed to government 
control of medicine or for any further destruction of 
their basic American freedoms. 

“This is the ‘grass roots’ voice of the American 
people. 

“Numerous organizations are taking ‘a position 
on a national issue’ for the first time—and doing 
it in spite of charter restrictions or partisan politics or 
Precedent to the contrary. This is real proof of the 
growing recognition that the principles underlying this 
campaign are the same as those underlying democracy 
itself.” 


Marcu, 1950 








MEDICAL COSTS MORE EASILY PAID HERE 


The cost of medical care, recurrent theme of 
government-medicine addicts, is not so much a 
problem to be answered in terms of dollars, but 
in time it takes a worker to earn those dollars. 
Economists point out that the important consider- 
ation is not that an appendectomy costs $150, but 
how long the patient has worked to earn $150 and 
the relationship of that sum to the price of other 
commodities. 

The Standard Steel Spring company of Penn- 
sylvania has released figures showing that, in the 
United States, it takes an average of thirty-eight 
and one-half hours of work to purchase a two- 
pants wool suit. The report states that an Eng- 
lishman would work 163 hours for that same suit 
and a Russian, 506 hours. By the time the Rus- 
sian earned enough to purchase one suit, the 
American could have bought thirteen. In other 
words, the American’s earning power is about 
four times that of the Englishman and over ten 
times that of the Russian. 


“Tt is only natural, therefore, that Americans should 
own more commodities because their purchasing power 
is far greater. They are wealthier. In the United States 
one out of every four people owns a car; in socialist 
England there is one car for every twenty-two; in com- 
munist Russia, one for 252. In the free United States 
one of every three people owns a radio; in England 
there is one for five, and in Russia one for forty-five. 
Or take the telephone. In America there is one tele- 
phone for every five people; in socialist England there 
is one for every 155; in communist Russia there is. one 
for every 188.” 


Americans, then, work fewer hours for the 
necessities and luxuries of life. But even in a 
democracy the cost of government is high (right 
now, to pay obligations of past wars, the average 
man must, each year, work eleven. days; for 
defense and the cold war, twenty-four days ; other 
federal expenses, twelve days; state and local 
taxes, fourteen days). And, if present “welfare” 
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plans now before Congress are passed, Mr. Amer- 
ican citizen will contribute one-third of his work- 
ing time to the government. 


ANALYSIS SHOWS UNITED STATES 
HEALTHIEST NATION 

Despite figures showing that two other coun- 
tries have a higher health index than the United 
States, Representative Donald L. Jackson, Cali- 
fornia, contends that American standards are 
highest. He reasons that advanced methods of 
statistical and medical research here make pos- 
sible an analysis of national health that cannot be 
matched for accuracy. 


He noted that there are statistics which show 
that other countries have a higher health index, 
but, he said, these statistics “should be carefully 
weighed to determine whether or not the published 
mortality figures exclude the aboriginal or native 
populations. The Maori tribes of New Zealand, 
which country is one of only two nations in the 
world with a better health index than the United 
States, are not computed in arriving at mortality 
and clinical data. In our own case, every seg- 
ment of our population is considered in arriving 
at national health figures.” 


Research Advancing 


Amplifying his thesis, Representative Jackson 
added: 


“In brief, American health standards are more ade- 
quate and more comprehensive than those of any other 
country in the world. When one looks for disease it 
will be found, but no one should draw any hasty con- 
clusions or make comparisons of our national health on 
the basis of discovery and knowledge. We know of ill- 
ness and disease here at home only because our efficient 
clinical methods have brought the conditions to light.” 


Citing another aspect of the national health 
comparisons, he said, “Ours is the only country 
in the world today which is expending vast sums 
of money for research into the causes and cure 
of those diseases which are the great killers of 
our day.” 


Our health standards will stay as high as they 
are, and continue to improve as long as we can 
keep our health insurance on a voluntary basis. 
Mr. Jackson emphasized: 


“If the government is to assist in insuring better health 
to the American people, it is my opinion that the assist- 
ance can be better rendered at the local levels of gov- 
ernment than by building a new Pentagon Building in 
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‘Washington, D. C.. . 


. I believe that American in- 
genuity, proceeding on a voluntary and American basis, 
can meet the need for completely adequate protection.” 


SECURITY REPLACING FREEDOM AS GOAL 


Many present-day Americans are trying to 
avoid the personal responsibility of freedom, Dean 
Russell of the Foundation for Economic Educa- 
tion says in his new pamphlet “Wards of the 
Government.” By voting for men who promise 
to install a system of compulsory, government- 
guaranteed “security,” they are voting for a par- 
tial return to the old slave laws of Georgia that 
guaranteed to all slaves “the right to food and 
raiment, to kind attention when sick, to mainte- 
nance in old age.” Mr. Russell notes that the 
arguments used to foster the compulsory security 
program today are very similar to those used to 
defend slavery in Lincoln’s day. For example, 
he says: 


“ 


. many of the slaveholders claimed that they 
knew what was ‘best for the slaves.’ After all, hadn’t 
the masters ‘rescued’ the slaves from a life of savagery? 
The advocates of government-guaranteed ‘security’ also 
claim that they know what is best for the people. 
Many of them argue in this fashion: ‘After all, 
haven’t the American people conclusively shown that 
they are incapable of handling the responsibility for their 
own welfare?’ 


“Many of the slaveholders sincerely believed that the 
‘dumb, ignorant slaves’ would starve to death unless their 
welfare was guaranteed by the masters. And the advo- 
cates of compulsory ‘security’ frequently say: ‘Are you 
in favor of letting the people starve?’” 


The advocates of government insurance seem to 
indicate that they believe all Americans are too 
ignorant, or lazy, or worthless to be trusted with 
their own responsibility of free choice in these 
matters, and it is quite true that those already 
receiving support from the state are led to expect, 
and to demand, more and more support from the 
state. Thus they become dependents. 


The constitutions of former American slave 
states usually specified that the masters must pro- 
vide their slaves with adequate housing, food, 
medical care and old age benefits. The Missis- 
sippi constitution contained this sentence : 


“The legislature shall have no power to pass laws 
for the emancipation of slaves . . . (except) where 
the slave shall have rendered the State some distin- 
guished service ;” 


Apropos, Mr. Russell comments that the high- 
est honor that Mississippi could offer a man for 
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distinguished service to his country was personal 
responsibility for his own welfare. 


“His reward was freedom to find his own job and to 
have his own earnings, freedom to be responsible for his 
own housing, freedom to arrange for his own medical 
care, freedom to save for his own old age. In short, 
his reward was the individual opportunities—and the 
personal responsibilities—that have always distinguished 
a free man from a dependent. 

“What higher honor can any government offer?” 


The Choice Is Ours 
Mr. Russell gives this sound advice to those 
still fortunate enough to have a choice between 
freedom and government control : 


“Before choosing, however, consider this: When one 
freedom, that is, personal responsibility, he 
should understand that his decision will not meet with 
popular approval. It is almost certain that he will be 
called vile names when he tries to explain that com- 
pulsory government ‘security’—jobs, medicine, housing, 
and all the rest—is bad in principle and in its total 
effect; it saps character and strength by encouraging 
greed and weakness; it destroys the individual’s God- 
given responsibility for self-help, respect, compassion 
and charity; in some degree, it automatically turns all 
who accept it into wards of the government; it will 
eventually turn a proud and responsible people into 
cringing dependence upon the whims of an all-powerful 
state; it is the primrose path“to serfdom. 

“No, the choice is not an easy one. But then, the 
choice of freedom never has been easy. It never will 
be easy. Since this capacity for personal responsibility— 
freedom—is God’s most precious gift to mankind, it 
requires the highest form of understanding and cour- 
age.” 


chooses 


CONGRESS, BILLS AND TAXES 


The 81st Congress is considering more bills 
relating to the public health and welfare than any 
United States Congress ever has, thereby empha- 
sizing the omnipresent danger of not only compul- 
sory medicine, but the entire gamut of govern- 
ment controls on the individual that socialism 
can bring. 

During the first session there were 226 such 
bills on the docket; and, of this number, about 
sixteen related to health insurance and about sixty 
to social security. The 79th Congress had about 
seventy-five bills, and the 80th Congress consid- 
ered a few more than 200 similar bills. : 

Most of these “security” bills, if passed, natu- 
rally would mean more taxes for the American 
people. The cost of the compulsory health insur- 
ance bill alone has been estimated often at 15 
billion dollars per year. 


Marcu, 1950 
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But the individual, who already pays from 20 
to 25 per cent of his wages in taxes to the gov- 
ernment, should have even more cause for alarm 
over this raft of new taxes pending in the form 
of “security” bills. He may be interested to know 
that the federal government is taking 74 per cent 
of the total taxes collected and leaving only 26 
per cent for state and local governments. Resiults: 
crippling of local responsibilities and individual 
freedom. 


THE “ISM” MANIA 

when sociological planning is 
couched largely in “ism” words, it is interesting 
to consider a literal application of the theories 
being propounded. The Colorado Department of 
Agriculture makes its translation of theory by 
means of a simple bovine equatiog, thus: 


Nowadays 


Idealism: If you have two cows you milk them both, 
use all the milk you need and have enough left for 
everyone else. 


Socialism: If you have two cows, you keep one and 
give the other to your neighbor. 


Communism: If you have two cows, you give both to 
the Government; then the Government gives you back 
some milk. 


Soft-Pink Communism: 
you’re a capitalist. 


If you have two cows, 


Imperialism: If you have two cows, you steal some- 
body’s bull. 
Capitalism: If you have two cows, you sell one cow 


and buy a bull. 


New Dealism: If you have two cows, the govern- 
ment shoots one cow, you milk the other cow, then 
throw part of the milk down the sink. 


Anarchism: If you have two cows, your neighbor 
shoots one and takes the other. 


Nazism: If you have two cows, the government 
shoots you and takes both cows. 


Realism: If you have two cows, they’re both dry. 


It is increasingly clear that screening the general 
population for tuberculosis must be combined and co- 
ordinated with other screening programs for other im- 
portant pathological conditions—such as cardio-vascular 
disease, cancer, syphilis, and diabetes—similarly charac- 
terized by relatively long subclinical periods in which 
detection may be life conserving or important to com- 
munity protection—JAMES E. Perkins, M.D., Bull. Nat. 
Tuberc. A., January, 1950. 
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* Reports and Announcements +¢ 





INTERNATIONAL AND FOURTH AMERICAN CON- 
GRESS ON OBSTETRICS AND GYNECOLOGY 


The International and Fourth American Congress on 
Obstetrics and Gynecology will take place at the Statler 
Hotel, Chicago, May 14 through 19. Mornings will be 
devoted to addresses and discussions by well-known spe- 
cialists from North America, South America and Europe. 

Detailed information may be obtained from headquar- 
ters of the Congress at 161 East Erie Street, Chicago 11, 
Illinois. 


AMERICAN ACADEMY OF NEUROLOGY 

The American Academy of Neurology will hold its 
first interim meeting in Cincinnati on April 14 and 15, 
1950. The meeting this year is being held in conjunction 
with the American Chapter of the International League 
Against Epilepsy which is meeting on April 15 and 16. 
On April 15 therg will be a joint meeting between the 
two societies and a large symposium on psychomotor 
epilepsy. 


AMERICAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS 


The American Association of Industrial Physicians 
and Surgeons, with the allied groups comprising the 
American Conference of Governmental Industrial Hy- 
gienists, the American Industrial Hygiene Association, 
the American Association of Industrial Dentists and the 
American Association of Industrial Nurses, Inc., will 
hold its thirty-fifth annual meeting in Hotel Sherman, 
Chicago, from April 22 to 29. 

The extension program consists of addresses, clinics, 
and panel sessions covering a great variety of problems 
encountered in industrial medicine. A number of indus- 
tries in the Chicago area will arrange to have their 
medical departments and plants open during the week to 
those attending the conference. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE 

The American Congress of Physical Medicine will hold 
its twenty-eighth annual scientific and clinical session, 
August 28, 29, 30, 31 and September 1, inclusive, at 
the Hotel Statler, Boston, Massachusetts. Scientific and 
clinical sessions will be given on the days of August 
28, 29, 30, 31 and September 1. All sessions will be 
open to members of the medical profession in good 
standing with the American Medical Association. In 
addition to the scientific sessions, the annual instruction 
seminars will be held August 28, 29, 30 and 31. These 
seminars will be offered in two groups. One set of ten 
lectures will consist of basic subjects and attendance 
will be limited to physicians. One set of ten lectures 
will be more general in character and will be open to 
physicians as well as to therapists, who are registered 
with the American Registry of Physical Therapy Tech- 
nicians or the American Occupational Therapy Associa- 
tion. Full information may be obtained by writing to 
the American Congress of Physical Medicine, 30 North 
Michigan Avenue, Chicago 2, Illinois. 
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AMERICAN BOARD OF OPHTHALMOLOGY 


Candidates for the certificate of the American Board 
of Ophthalmology are accepted for examination on the 
evidence of a written qualifying test, held annually in 
various parts of the United States. Applications are now 
being accepted for the 1951 written test, and they will be 
considered in order of receipt until the quota is filled. 

Practical examinations for acceptable candidates of 
1950 will be held in Boston on May 22 to 26, in Chicago 
on October 2 to 6, and on the West Coast in January, 
1951, 

A new directory of all diplomates to date, arranged 
alphabetically and geographically, will be published early 
in 1950. No biographical material will be included. 

Diplomates are urged to keep the Board office informed 
of all changes of address. 


AMERICAN PHYSICIANS ART ASSOCIATION 


The American Physicians Art Association will have 
its twelfth art exhibition in conjunction with the Ameri- 
can Medical Association Convention at San Francisco 
Auditorium, June 26 to 30. 


Any physician who follows the hobby of fine or ap- 
plied arts can exhibit at this convention by becoming a 
member of the A.P.A.A. and applying for entry blanks 
and shipping labels of the secretary, F. H. Redewill, 
M.D., 526 Flood Bldg., San Francisco 2, Calif. 


Over one hundred trophies will be awarded to ad- 
vanced physician artists (A) as well as to beginners 
(B—who have done art work less than two years), the 
main purpose of the Association being to encourage all 
physicians to take up art in some form as an avocation. 


Those physicians who have never done any painting, 
photography, sculpture, wood or metal craft, et cetera, 
can, without obligation, learn how to become creditable 
amateurs by writing to the secretary. 

The American Physicians Art Association with its 
4,000 members is recognized as having the finest amateur 
art shows in the world during the A.M.A. conventions, 
and the Association is desirous of having every physi- 
cian who does art work to participate. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The First International Congress on Diseases of the 
Chest will be held at the Carlo Forlanini Institute, Rome, 
Italy, September 17 to 20, under the auspices of the 
Council on International Affairs of the American Col- 
lege of Chest Physicians and the Carlo Forlanini Insti- 
tute, with the patronage of the High Commissioner of 
Hygiene and Health, Italy, in collaboration with the 
National Institute of Health and the Italian Federation 
Against Tuberculosis. 

Physicians who are interested in attending the Con- 
gress should communicate at once with Dr. Chevalier 
L. Jackson, chairman of the Council on International 
Affairs, American College of Chest Physicians, 500 


(Continued on Page 286) 
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The nausea, vomiting and dizziness of motion sickness may 
be prevented or relieved, in a high percentage of cases, 


with Dramamine* (brand of dimenhydrinate). 


| D R A M A M I N E for the Prevention and 


Treatment of Motion Sickness. 


*Trademark of G. D. Searle & Co., Chicago 80, Illinois 
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REPORTS AND ANNOUNCEMENTS 


AMERICAN COLLEGE OF CHEST PHYSICIANS 
(Continued from Page 284) 


North Dearborn Street, Chicago 10, Illinois, U. S. A., or 
with Professor A. Omodei Zorini, Carlo Forlanini Insti- 
tute, Rome, Italy. 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
1950 AWARD CONTEST 


The National Gastroenterological Association again 
takes pleasure in announcing its Annual Cash Prize 
Award Contest for 1950. One hundred dollars and a 
certificate of merit will be given for the best unpublished 
contribution on gastroenterology or allied subjects. Cer- 
tificates will also be awarded those physicians whose con- 
tributions are deemed worthy. 

Contestants residing in the United States must be 
members of the American Medical Association. Those 
residing in foreign countries must be members of a simi- 
lar organization in their own country. The winning con- 
tribution will be selected by a board of impartial judges 
and the award is to be made at the Annual Convention 
Banquet of the National Gastroenterological Association 
in October of 1950. 

Certificates awarded to other physicians will be mailed 
to them. The decision of the judges will be final. The 
Association reserves the exclusive right of publishing 
the winning contribution, and those receiving certificates 
of merit, in its official publication, The Review of Gas- 
troenterology. 

All entries for the 1950 prize should be limited to 
5,000 words, be typewritten in English, prepared in manu- 
script form, submitted in five copies accompanied by an 
entry letter, and must be received not later than June 1. 
Entries should be addressed to the National Gastroen- 
terological Association, 1819 Broadway, New York 23, 
N. Y. 


CONTINUATION COURSES 


Dermatology.—The University of Minnesota announces 
a continuation course in dermatology for doctors of med- 
icine who are engaged in general practice. Throughout 
the course, emphasis will be placed on the diagnosis and 
management of common skin disorders. Presentations 
which will be of special interest include the psychoso- 
matic aspects of skin disorders and a clinic on derma- 
tological problems to be presented in University. Hospi- 
tals. 

A special feature at the close of the course will be a 
conference on diagnostic problems which will challenge 
the diagnostic ability of the registered physicians. The 
faculty for the course will be made up of clinical and 
full-time members of the staff of the University of Min- 
nesota Medical School and Mayo Foundation. 

This course will be presented at the Center for Con- 
tinuation Study on March 27 to 29. 


Gynecology.—The University of Minnesota announces 
a continuation course in gynecology for doctors of medi- 
cine engaged in private practice. The course will be 
presented at the Center for Continuation Study on April 
17 to 19. Among the subjects to be considered are uter- 
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ine bleeding, inflammation of the cervix uteri, urinary 
incontinence, and lesions of the vulva. 


Cardiovascular Disease—The Center for Continuation 
Study announces a continuation course in cardiovascular 
diseases for general physicians on April 20 to 22. Tie 
course is sponsored by the Minnesota Heart Association, 
the Minnesota State Medical Association, and the Minne- 
sota Department of Health. A limited number of Min- 
nesota physicians will attend as guests of the Minnesota 
Department of Health. It is hoped that this course will 
accommodate the large number of physicians who could 
not be accepted for a similar course which was given in 
January. 


Otolaryngology—The University of Minnesota an- 
nounces the seventh biennial continuation course in 
otolaryngology, to be held June 26 to 30. This course 
is designed to bring to the practicing otolaryngologist 
the newer concepts and developments in the specialty. 
The course will be under the direction of Dr. Lawrence 
R. Boies and associates of the University Medical School. 
Dr. Fred A. Figi, Dr. Henry L. Williams and others of 
the Graduate School faculty will participate in the in- 
struction. Guest lecturers will include Dr. Percy Ireland, 
Toronto; Dr. LeRoy Schall, Boston; Dr. Philip Meltzer, 
Boston; and Dr. John Shea, Memphis. 


The fee for this course is $50. The enrollment is 
limited. Application should be made at an early date 
to the Director, Center for Continuation Study, Univer- 
sity of Minnesota, Minneapolis 14, Minnesota. 


BLUE EARTH VALLEY SOCIETY 


Approximately thirty-five physicians from Faribault 
and Martin Counties attended a meeting of the Blue 
Earth Valley Medical Society in Fairmont on January 
12. The principal feature of the program was a discus- 
sion of bone surgery by Dr. Maynard Nelson, Dr. Dan- 
iel Moos and Dr. Earl C. Henrikson, all of Minneapolis. 


MCLEOD COUNTY SOCIETY 


Election of officers highlighted the monthly meeting 
of the McLeod County Medical Society in Hutchinson 
on January 19. Dr. Arthur Neumaier, Glencoe, was 
elected president of the organization, and Dr. L. L. 
Kallestad, Brownton, was named secretary-treasurer. 


WASHINGTON COUNTY SOCIETY 


The regular monthly meeting of the Washington 
County Medical Society was held February 4. Forms 
submitted by the Washington County Welfare Board 
were discussed, and it was decided to communicate with 
the state medical association and other county societies 
regarding them. 


Dr. Manley F. Juergens was elected to membership 
on transfer from the Red River Valley Medical Society. 
He formerly practiced at Thief River Falls. 

A technicolor motion picture on pentothal sodium in 


obstetrics was presented at the meeting and met with 
enthusiastic approval. 
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The First 


NEUROLOGIC CENTER FOR CIVILIANS 
in the Northwest 


Governor Luther Youngdahl formally opened and dedicated our 
neurologic center and opened the doors to the public on February 
12, 1950, thereby offering the following new services: 


1) treatment of the hemiplegic patient 
2) multiple sclerosis 

3) retraining of speech disorders 

4) paraplegia and other paralyses 

5) ataxias 
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Qualified neurologists and neurosurgeons staff this center. The staff 
also includes qualified personnel who have been trained in special 
therapy. occupational therapy, corrective therapy and physical 


GLENWOOD HILLS HOSPITALS 


3501 GOLDEN VALLEY ROAD MINNEAPOLIS 22, MINNESOTA 
Offering a High Standard of Facilities for 25 Years 
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. Woman’s 


Auxiliary . 





PUBLIC RELATIONS WOMAN 
LAUDS AUXILIARY WORK 

More than half of the women in the Auxilary to the 
American Medical Association crusade actively on be- 
half of the National Education Campaign, according to 
Mrs. Paul C. Craig, Reading, Pennsylvania, National 
Auxiliary public relations chairman. Mrs. Craig spoke 
at the second annual conference of the National Edu- 
cation campaign of the American Medical Association 
in Chicago on February 12. 

Mrs. Craig rointed out that the Auxiliary in no 
sense wants to go out doing things on its own, but 
wants to co-operate with the medical society of which 
it is an active part. “The Auxiliary appreciates recog- 
nition and the accompanying responsibility,” she said. 

The Auxiliary is now twenty-eight years old and has 
approximately 50,000 members, Mrs. Craig continued, 
pledging the women in the organization to continued 
furthering of the educational campaign of the AMA. 

Mrs. Craig, wife of a Reading, Pennsylvania, ophthal- 
mologist, has been associated with the national and the 
Pennsylvania auxiliary for many years. She became 
vice president of the Pennsylvania auxiliary in 1946 and 
then served as president during 1948-49. She is a mem- 
ber of the American Dietitic association and the Daugh- 
ters of the American Revolution. 


Liaison Officer Named 

Following Mrs..Craig’s talk, it was announced that 
Dr. Ernest B. Howard, assistant secretary of the AMA, 
had been named liasion man between the Auxiliary 
and the Board of Trustees. The announcement was 
made by Dr. Elmer L. Henderson, president-elect of 
the AMA and chairman of the Campaign Co-ordinating 
Committee. 


NEW CAMPAIGN MATERIALS NOW AVAILABLE 

Continuing efforts in the campaign against compul- 
sory health insurance, which the Auxiliary has actively 
aided, will be bolstered by the availability of several 
new pamphlets and the revision of two standard ones. 

The new ones include two by Harold E. Stassen, 
president of Pennsylvania university, entitled “Never! 
Never! Never!” and “Granny Is Gone!” 

The first pamphlet in the series, based on S‘assen’s 
study of the British national health scheme, takes its 
dramatic title from one doctor’s simple warning: “Please 
tell our friends in America never, never, never adopt 
such a program!” 

The second is the story of Granny, a sixty-two-vear- 
old woman who couldn’t get a hospital bed and subse- 
quently died of pneumonia. Stassen offers this case as a 
sample of what is happening in Britain today. He con- 
cludes : . apprehension was later revealed by a 
London doctor. He told me emphatically: ‘I believe 
this system is in to stay. I therefore have nothing what- 
ever to say for it or against it.’” 
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“He was afraid to speak out. But the story of 
Granny and thousands of her countrymen—and the facts 
of the operation of the system—speak clearly for him.” 


Another new pamphlet, entitled “Nationalized Medi- 
cine and the Welfare State,” connects compulsory health 
insurance with socialism, by pointing out that socialism 
is approached by way of the welfare state “in which 
the early emphasis is on measures for increasing physical 
comfort including provision for medical care.” It warns. 
that Americans are on the way and should rise to defend 
individual democracy: “When the American citizen learns 
that the regimentation of war, to which he willingly 
acquiesced as a patriotic duty, is to be renewed and ex- 
tended in peace-time by a compulsory tax to pay for 
something he does not want, he will assert his own 
right to choose his doctor and his medical service.” 


Also available is a reprinted address, “Socialized 
Medicine,” given by Louis H. Bauer, chairman of the 
Board of Trustees of the AMA, which gives a down- 
to-earth analysis of the compulsory health insurance 
situation and what it would mean. Through definition 
and explanation, Dr. Bauer compares the British system 
with the proposed compulsory health insurance bill and 
concludes that it is necessary to get back to the philoso- 
phy of Lincoln in his famous remark, “government of 
the people, by the people, for the people.” 


“The Doctor Brushed Off Utopia” by Henry La Cos- 
sitt, tells the story of a British doctor who argues the 
case against socialized medicine. Disgusted with red 
tape and the impossibility of giving good medical care 
to his forty to fifty patients a day, he left England, to 
practice medicine in America. It is the first-hand story 
of a doctor swamped by too many patients and too many 
forms. 


A new pamphlet for distribution by druggists, called 
“Profit or Freedom?” emphasizes the druggists’ part in 
the fight for the voluntary way of obtaining health 
insurance. 


The twelve-point program for the advancement of 
medicine and public health, developed by the AMA, is 
also available in pamphlet form. It gives a statement 
and explanation of each point, together with supporting 
statistics. 

Revision. means improvement in two pamphlets of 
standard use. The first, “The Voluntary Way is the 
American Way,” has a new cover and is revamped to 
let appearance aid in the fight. It answers forty ques- 
tions, instead of the previous fifty, on “health insurance— 
compulsory or voluntary.” The second, “The Doctor,” 
changes somewhat in content, making better and more 
convincing use of facts and figures. 


Any of these pvblications may be obtained by writing 
to the office of the Mirinesota State Medical Associa- 
tion. 


(Continued on Page 290) 
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Double protection for the peptic ulcer patient 


AMPHOJEL, unique “two-gels-in-one” product, 
provides: 


e chemical protection by reacting with gastric 
acid to reduce acidity to noncorrosive levels; and 


e physical protection because its demulcent gel 
content acts like a “mineral mucin,” which favors 
the natural healing process. 


Bottles of 12 fi. oz. at all drugstores. 


Wet \ncorporated, Philadelphia 3, Pa. 
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* ANNUAL MEETING COMMITTEE HEADS NAMED 
Mrs. S. N. Litman 
St. Louis County Medical Society 


Mrs. Anthony J. Bianco and Mrs. Kenneth W. Teich 
were appointed by Mrs. John K. Butler, president of 


the Women’s Auxiliary to St. Louis County Medical 
Complete Ophthalmic Society, as chairman and co-chairman for the Minne- 


sota State Auxiliary annual meeting. The meeting will 





be in Duluth on June 12, 13 and 14. 
ae Dr. ‘F. J. Elias, president of the Minnesota State 
Medical Association, addressed the St. Louis County 
CT 5] Medical Society auxiliary at the second session of the 
» = he study class held February 14. 


Profession AUXILIARY HELPS HOSPITAL WORK 


Mrs. Byron B. Cochrane 
Goodhue County Medical Society 


Members of the Auxiliary to the Goodhue County 
Medical Society have been helping to refurnish a room 
N. P. BENSON OPTICAL CO. for pediatric cases in a local hospital. Members donated 
" y toys and have made stuffed toys at monthly meetings. 
Laboratories in Minneapolis Future plans include supplying children’s furniture for 

and the room. 
Principal Cities of Upper Midwest Another new project was a plan to visit older pa- 
tients in the hospital. Each member was made re- 


sponsible for one old person and plans to visit him on 
his birthday and provide refreshments. 
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for a protein-rich diet, I.V. 


When the patient can’t eat protein foods, you can rebuild and 
maintain nitrogen balance intravenously with AMINOSOL. 

The source of AMINOSOL, animal blood fibrin, is one of the highest 
biologic value proteins. As a hydrolysate, AMINOSOL contains 

all the essential amino acids in the correct pattern for 

optimum tissue repletion. 

Clinical usage has shown AMINOSOL may safely serve as the 
only intake of amino acids (2000 cc. daily for a 70-Kg. man) 
or as a dietary supplement in critical or prolonged illnesses 
(1000 ce. daily). 

Stable for two years or more, AMINOSOL is sterilized by 
filtration and autoclaving. Rigid tests prove each manufactured 
lot pyrogen- and antigen-free. It is available in 250-cc., 500-cc. 
and 1000-cc. containers. A sure way to preserve the safety of 
AMINOSOL in venoclysis is to employ sterile, disposable VENoPAK* 
equipment—which has a strip of gum rubber tubing next to the 
needle adapter for easy injection of vitamin B complex or 
vitamin C during the infusion. For detailed literature on the 
Aminos01 line of Abbott’s parenteral solutions, take a moment now 
to drop a card to Appott Lasoratorties, North Chicago, Illinois. 
*Trade Mark for Abbott's Completely Disposable Venoclysis Unit 


5% Solution ® 
5% with Dextrose 5% 
5% with Dextrose 5% and Sodium Chloride 0.3% 





(ABBOTT'S MODIFIED FIBRIN HYDROLYSATE) 
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In Memoriam 





CHARLES WILLIAM CUTLER 


Dr. Charles W. Cutler of Park Rapids, Minnesota, 
died on November 3, 1949, at the age of ninety-one, fol- 
lowing fracture of the hip. Dr. Cutler was a graduate 
of Rush Medical College of the class of 1880. He 
served as county commissioner and village health offi- 
cer and was a director of the State Bank of Park 
Rapids. 


JOHN ESSER 


Dr. John Esser of Perham, Minnesota, died January 
26, 1950, at the age of sixty-six. 

Dr. Esser was born in St. Cloud, Wisconsin, June 10, 
1883. He graduated from the high school in Austin, 
Minnesota, in 1902 and from the medical school of the 
University of Minnesota in 1908. His internship was 
served at Bethesda Hospital, Saint Paul. 

He was most active in local affairs, having been mayor 
of Perham for four years, president of the Chamber 
of Commerce in 1925, a member of the State Board of 
Health, chairman of the Board of Health at Perham 
and on the county Board of Health for six years. 

Dr. Esser was a member of the Park Region District 
and County Medical Society, the Minnesota State Medi- 
cal Association and American Medical Association. 

In 1909, Dr. Esser married Lucy Belle Wallace. Mrs. 
Esser and an adopted son, John, survive him. His 
brother, Dr. J. C. Esser of Seattle, and sister, Mrs. Lina 
Johnson of Blooming Prairie, also survive him. 


JOHN CHARNLEY McKINLEY 


Dr. J. C. McKinley, formerly professor of neuro- 
psychiatry and head of the Department of Medicine at 
the University of Minnesota Medical School, died follow- 
ing an illness of four and one-half years, on January 3, 
1950. ; 

Dr. McKinley was born in Duluth, Minnesota, on 
November 8, 1891. His primary schooling was obtained 
in Duluth public schools, following which he attended 
Central High School in Duluth, West High School in 
Minneapolis and the Horace Mann High School in 
New York City. 

He attended the University of Minnesota where he 
obtained his B.S. degree in 1915, and later M.A. in 
Anatomy, his thesis subject being “Myology of the 
Newborn Infant.” He received his M.D. degree at the 
University of Minnesota in 1919 and Ph.D. in Neuro- 
psychiatry in 1921, his thesis subject being “The Intra- 
neural Plexus of Fasciculi and Fibers in the Sciatic 
Nerve.” : 

Dr. McKinley held the following appointments at the 
University of Minnesota during his academic career: 

Student Assistant in Anatomy—1915-1917 

Instructor in Pathology—1917-1918 

Teaching Fellow in Neuropsychiatry—1918-1921 

Associate Professor of Neuropathology—1921-1925 
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Associate Professor of Neurology—1925-1929 
Professor of Neuropsychiatry—1925-1945 


Acting Head of the entire Department of Medicine— 
1932-1943 


Head of the Department of Neuropsychiatry and Di- 
rector of the Psychopathic Unit at the University of 
Minnesota Hospitals—1943-1945 

Professor Emeritus of Psychiatry and Neurology at 
the University of Minnesota—1946 until the time of 
his death. 


In 1928 Dr. McKinley received a John Simon Guggen- 
heim Fellowship and studied in Europe at Breslau and 
Munich. 


Dr. McKinley held many very important positions in 
organizations in his special field. He was a member of 
the Board of Directors of the American Board of 
Psychiatry and Neurology from 1941-1945. He was 
chairman of the Committee on Nervous and Mental 
Diseases of the Minnesota State Medical Association 
from 1943-1945. He was president of the Minnesota 
Pathological Society from 1946 to 1947, and president 
of the Central Neuropsychiatric Association in 1939. 


Dr. McKinley was a member of many societies, among 
which were the Minnesota Society of Psychiatry and 
Neurology, the Minnesota Academy of Medicine, the 
Central Clinical Research Club, the Central Neuro- 
psychiatric Association, and the American Neurological 
Association. He was also a Fellow of the American 
Association for the Advancement of Science, the Hen- 
nepin County Medical Society, the Minnesota State Medi- 
cal Association and the American Medical Association. 


He was a member of a number of honor societies, 
including Alpha Omega Alpha and Sigma Xi. 


Dr. McKinley, during his career, published a large 
number of scientific articles. He was editor of the 
Outlines of Neuropsychiatry and co-author with Dr. 
S. R. Hathaway of the Minnesota Multiphasic Person- 
ality Inventory. He was listed in Who’s Who in 
America, Who’s Who in American Men of Science, 
Who’s Important in Medicine, Biographical Encyclo- 
pedia of the World, Who’s Who in American Educa- 
tion, and Who’s Who in Minnesota. 


CHARLES LEROY RODGERS 


Dr. Charles L. Rodgers, for the past seven years 
medical officer at the Minnesota Soldiers’ Home, Min- 
neapolis, died on December 15, 1949, at the age of 
sixty-seven. 


Dr. Rodgers was born February 15, 1882, at Farming- 
ton, Minnesota. He graduated from the University of 
Minnesota medical school in 1907. He is survived by 
his wife, Frances; two brothers, Walter S. and James, 
both of Minneapolis, and a sister, Nancy, also living in 
Minneapolis. 
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« Of General Interest + 





Dr. Paul R. Hawley has resigned his position as 
chief executive officer of the Blue Cross and Blue 
Shield Commissions to become the director of the 
American College of Surgeons. The change became 
effective on March 1. Dr. Hawley is retaining the 
presidency of the Blue Cross’s Health Service, Inc., 
which was charted in Illinois in November as a na- 
tional insurance company designed to offer uniform 
benefits to employes of large industrial organizations 
operating in the areas of several of the Blue Cross 
plans. 

ca * * 

Dr. Stanley W. Olson, assistant director of the 
Mayo Foundation at Rochester, has been named dean 
of the College of Medicine at the University of IIli- 
nois. 

* * * 

At a meeting of the American College of Aller- 
gists in St. Louis on January 15 to 18, Dr. Albert V. 
Stoesser, Minneapolis, was elected to the newly 
created position of assistant secretary-treasurer. He 
was also appointed chairman of the Program Com- 
mittee for the next meeting of the College, which 
will be held in Chicago in February, 1951. 

a oe 


Dr. Edward B. Kinports, International Falls, 
showed slides on thoracic surgery at a meeting of 
the Border Registered Nurses Club in International 
Falls on January 23. 

* * * 

On January 25, Dr. Albert C. Martin officially be- 
gan medical practice in Luverne when he opened 
offices in the Pengra Building. A graduate of the 
University of Illinois College of Medicine, Dr. Mar- 
tin has been engaged in private practice near Chicago 
for the past three years. 

_ - 


Representative Martin of Massachusetts recently 
submitted figures to the House Ways and Means 
Committee showing that in 1946 grants-in-aid to the 
states amounted to $645,000,000. This was quite a 
sizeable sum. In 1948 however, it was $1,418,000,000. 
This was also quite a sizeable sum. We haven’t as 
yet the figures for 1949. Included in the total were: 
$39,252,000 for public health, $21,409,000 for maternal 
and child health and welfare, $573,304,000 for old 
age assistance, $141,738,000 for aid to dependent chil- 
dren, and $16,947,000 for aid to the blind. We paid 
this enormous amount in taxes, paid U. S. govern- 
ment employes to collect and pay it back to the 
different states to supplement funds raised by volun- 
tary subscription and state taxes. Let it be clearly 
understood—there is nothing free about these grants- 
in-aid. 

“oe 

Dr. C. L. Sherman, Luverne, has been appointed 

coroner and county health officer of Rock County. 
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He succeeds Dr. J. S. Burleigh, who resigned to 
join the staff of the Minneapolis Veterans Hospital. 


* * * 


Announcement has been made of the engagement 
of Miss Olive Constance Hurlock of Oakland, Cali- 
fornia, to Dr, Harry Ogden, son of Dr. and Mrs. 
Warner Ogden of Saint Paul. Both are stationed at 
the U. S. Naval Hospital at Bremerton, Washington. 
The wedding is planned for early April in San Fran- 
cisco. 

* + ¢ 

Dr. Vincent Ryding, who has practiced at Howard 
Lake for the past four years, has accepted a surgical 
residency at the Methodist Hospital, Dallas, Texas. 
The hospital is affiliated with the Southwest Medical 
University at Dallas. Dr. Ryding will begin his new 
duties on July 1. 

x *k * 

Dr. J. T. Holcomb of Marine-on-St. Croix has been 

spending the winter in Phoenix, Arizona. 


*x* * * 


The Minnesota branch of the American Medical 
Women’s Association held a dinner meeting at the 
Colony Restaurant, Minneapolis, on January 28. Fol- 
lowing a business session, Dr. Nora Winther showed 
motion pictures of her European trip. Eighteen 
members were in attendance, all from the Twin Cit- 
ies. 

2 ¢ *@ 

Announcement has been made of the existence of 
vacancies for full-time physicians in the Veterans 
Administration Regional Office in San Antonio, Tex- 
as. The announcement was made by Dr. A. S. Brus- 
sell, a graduate of the University of Minnesota in 
1933, now chief medical officer of the San Antonio 
VA office. 

Salary range for these positions is $6,400 to $11 000 
a year, with liberal annual and sick leave and retire- 
ment privileges. Qualified candidates for the posi- 
tions can apply to Dr. Brussell at the regional of- 
fice, 307 Dyer Avenue, San Antonio, Texas. 

© 


Dr. Lloyd Nelson, Minneapolis, spoke on the sub- 
ject of respiratory allergy in children at a meeting 
of the Stearns-Benton County Medical Society in 
St. Cloud on February 16. Dr. Nelson is associated 
in practice with Dr. Albert V. Stoesser. 

* ~@ 

Northfield acquired a new physician when Dr. J. 
Richard Utne moved there on February 1 to become 
associated in practice with Dr. S. T. Kucera. A 
graduate of the University of Illinois College of 
Medicine in 1948, Dr. Utne served his internship at 
Minneapolis General Hospital. He recently com- 
pleted seven months of practice in Minneapolis. 

(Continued on Page 296) 


MINNESOTA MEDICINE 





Not just milk replacement but casein replacement... 








Casein—and also lactalbumin —are frequently the cause of hypersen- 
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OF GENERAL INTEREST 


(Continued from Page 294) 


“Socialized Medicine” was the title of a talk given 
by Dr. Martin O. Wallace, Duluth, at a meeting of 
Duluth Scottish Rite groups on February 9. 

* * * 


Approximately 1,200 New Ulm school children, as 
well as some from surrounding rural schools, re- 
ceived inoculations against diphtheria and tetanus at 
special clinics on January 25. The clinics, which 
were conducted through the co-operation of all New 
Ulm physicians, were under the direction of Dr. C. A. 
Saffert, city health officer. 

. « < 


Dr. Paul Nyberg, formerly of Latvia and now 
on the staff of Bethesda Hospital, Saint Paul, was the 
principal speaker at a meeting of the Auxiliary to 
the Ramsey County Medical Society in Saint Paul 
on January 23. The title of his talk was “Practic- 
ing Medicine Under Nazi Regime.” 

“= 


After two years of practice in Detroit Lakes, Dr. 
Gerald E. Bourget left on February 1 to open offices 
for the practice of medicine in Hudson, Wisconsin. 
In Detroit Lakes he was associated with Dr. L. H. 
Rutledge. 

ca * * 

Dr. D, P. Bernard has announced the opening of 
offices for the practice of medicine at 3400 Dakota 
Avenue, St. Louis Park (Minneapolis suburb). A 
graduate of Marquette University Medical School, 
Dr. Bernard interned at Minneapolis General Hospi- 
tal, then served in the Army for three and one-half 
years during the war. For a time he was associated 
in practice with Dr. Alton C. Olson at the Nicollet- 
Lake Medical Clinic; Minneapolis. 


*x* * * 


The Saint Paul Archdiocesan Council of Catholic 
Nurses has organized the Our Lady of Sorrow Nurs- 
ing Guild, the purpose of which is to provide volun- 
teer nursing care for critically ill, hospitalized pa- 
tients of any color or creed who would otherwise be 
unable to afford such care. The designation of pa- 
tients to be the recipients of such free nursing care 
is to be by the attending physician and the head 
nurse on the floor. The plan has been instituted in 
certain Saint Paul hospitals. 

* * * 


Dr. Nelson Bradley, clinical director at the Has- 
tings State Mental Hospital for the past two years, 
has been chosen superintendent of the hospital to 
replace Dr. Ralph Rossen. Dr. Bradley assumed his 
new office on February 1. 

A graduate of the University of Alberta, Canada, 
Dr. Bradley took postgraduate work at the Univer- 
sity of Minnesota. In 1943 he joined the Canadian 
Army Medical Corps and did psychiatric work in 
England. He was released from the army in 1946. 

x * * 


At a meeting of the Democratic-Farmer-Labor 
women of Minneapolis on February 4, Dr. Frederic 
J. Kottke, associate professor of physical medicine 
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at the University of Minnesota, spoke on health 
legislation facing the 81st Congress. 
“-_ 

Dr. W. L. Benedict, Rochester, was honored at a 
coffee party given on February 1 by members of 
the Worrall Hospital ophthalmology staff. He was 
presented with an album depicting his work in the 
hospital. 

* * * 

At a meeting of the Saint Paul Surgical Society 
on January 25, Dr. John J. Culligan was elected pres- 
ident of the organization. Dr, Victor Hauser was 
named vice president, and Dr. William F. Hartfiel, 
secretary-treasurer. Principal speaker at the meet- 
ing was Dr. George T. Pack, attending surgeon of 
the Memorial Cancer Center, New York City, and 
clinical professor of surgery at New York Medical 
College. 

* * * 

Dr, Robert J. Brimi has joined the medical staff 
of the Richards Clinic in St. Cloud. A graduate of 
the University of Minnesota Medical School in 1944, 
Dr. Brimi served his internship and a residency in 
pathology at the Wayne County General Hospital, 
Detroit, Michigan. After serving for two years in 
the Army, he spent two years as a medical fellow at 
the University of Minnesota. He specializes in the 
field of internal medicine. 

o* * na 

On February 1, Dr. William O. Finkelnburg, a 
former resident of Winona, returned to Winona to 
become associated in practice with Dr. Irving W. 
Steiner, A graduate of the University of Minnesota 
Medical School in 1941, Dr. Finkelnburg interned at 
Ancker Hospital, Saint Paul. After serving in the 
the Army for three years, he began a residency in 
surgery at Ancker Hospital in 1946 and completed 
it in January, 1949. During the past year he was 
associated in practice with Dr. Stanley R. Maxeiner, 
Minneapolis. 

* * * 

Dr. Frederick W. Wittich, Minneapolis, was re- 
elected secretary-treasurer of the American College 
of Allergists at its meeting in St. Louis, Missouri, 
January 15 to 18. 

* *¢ * 

It was announced on January 22 that the library 
of the St. Louis County Medical Society would be 
incorporated as the David L. Tilderquist Memorial 
Library, to pay tribute to the late Dr. Tilderquist, 
Duluth ophthalmologist and otolaryngologist. Dr. 
Tilderquist, who died on September 26, 1948, has 
been described as having been the library’s “best 
friend and most avid patron.” Naming the library 
after him is the result of a study to find a suitable 
memorial to the physician whose professional efforts 
set an enduring example for his colleagues. 

The memorial corporation, which will be separate 
from the medical society, will have its own board of 
directors and governing regulations. At present the 
library has nearly 3,000 bound volumes including 
texts and periodicals, and receives 105 weekly, 
monthly and quarterly periodicals on medicine. 
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THE FINAL OF A SERIES 


We are using the opportunity afforded by the advertising 
facilities of Minnesota Medicine to discuss Municipal 
securities for investment of your savings. 


This article will merely summarize the important points concerning Municipal secur- - 
ities as outlined in the four previous discussions. Be sure to bear in mind these im- 
portant factors when considering your next investment. 

1. Next to United States Government Bonds, municipal securities have proven them- 
selves to be the safest form of investment. 

2. Under present laws, income received from them is exempt from Federal Income 
taxes. 

3. They are available in a wide range of maturities, geographical location, types 
and interest rates to fit the needs of large or small individual investors, trust funds, 
insurance companies and banks. 

4. They are secured by taxes levied on real and personal property, earnings of mu- 
nicipal utilities such as water, electric light and gas systems, by assessments 
against property benefited by local improvements or by other municipal revenue. 

5. The taxes levied for their payment constitute a lien prior to a first mortgage on real 
or personal property. 

6. We are merchants dealing exclusively in municipal securities and believe that 
our experience in this field will be helpful to you. 

IF YOU WISH TO RECEIVE OUR MUNICIPAL OFFERINGS OR OBTAIN A COPY 
OF OUR TAX FREE VS. TAXABLE INCOME CHART FILL IN THE ENCLOSED 
BLANK AND MAIL TO US. 





JURAN & MOODY 


Ground Floor, Minnesota Mutual 
Life Bldg., St. Paul, Minn. 
Gentlemen: 


(1 Please put my name on your mailing list to receive your municipal offerings. 


(1 Please send me a copy of your chart showing comparison of Tax free vs. 
taxable income. 
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JURAN & MOODY 
MUNICIPAL SECURITIES EXCLUSIVELY 
TELEPHONES GROUND FLOOR 


St. Paul: Cedar 8407, 8408, 3841 
Minneapolis: Nestor 6886 


Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 











Dr. E. P. Strathern, retired St. Peter physician, 
was honored at the annual meeting of the St. Peter 
Civic and Commerce Association on January 18. 
The eighty-one-year-old physician completed fifty 
years of medical practice in St. Peter last December. 


had been named superintendent of the Glen Lake 
Sanatorium. The appointment, which became effec- 
tive on March 1, ended a six-month search for a suc- 
cessor to Dr. Ernest S. Mariette, who resigned be- 
cause of ill health after thirty-three years as super- 





Nearly 100 businessmen attended the honor meeting 
at which Dr. Strathern reecived an original painted 
parchment scroll, a lifetime membership in the or- 
ganization. 
* ok * 
Announcement was made on January 24 that Dr. 


Russell H. Frost, director of tuberculosis work in ten 
Midwestern states for the Veterans Administration, 
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intendent. 

A graduate of the University of Minnesota Medi- 
cal School, Dr. Frost has had experience as a phy- 
sician, as a sanatorium administrator, and as a mem- 
ber of the Navy medical corps in World War II. 
At the time of his appointment to the Glen Lake 
post, he was stationed at Fort Snelling as chief of 
the tuberculosis service at the area medical office 
and acting attendant physician on the staff. 
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Rexair Traps 


Household Dust in Water 


WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water is the secret of Rexair’s dust-filtering action. Rexair—and only 
Rexair—passes the stream of dust-filled air completely through a 
churning bath of water, discharging clean, humidified air into the 
room. Rexair direct factory sales and service branches are listed in 
phone books of principal cities of United States and Canada. Call 
your local branch or write direct to: 


REXAIR DIVISION, Rartie-Feny Corporation 


Box 964 ML3 


TOLEDO, OHIO 


» EXCLUSIVE WITH Rexoir 


Farewell ceremonies were held in Winsted on 
January 22 for Dr. Edwin E. Shrader, who was re- 
tiring from active practice and moving to Watertown 
to live. More than 400 persons gathered at the high 
school auditorium to say goodbye to Dr. Shrader and 
to present him with gifts. Dr. Shrader, now eighty- 
seven years of age, began his medical practice in 
Watertown in 1893. 

* * * 

Dr. John R. Earl, Saint Paul physician, was elect- 
ed president of the Minnesota Council of Churches 
at its annual meeting in Saint Paul on January 19. 

* 6 8 


The Lakeland Médical Center has been completed 
in Willmar by five physicians. They are Dr. Robert J. 
Hodapp, Dr. Robert V. Hodapp, Dr. Douglas L. 
Jacobs, Dr. Lloyd C. Gilman and Dr. Ray K. Proe- 
schel. The newly constructed building, costing 
$200,000, houses offices, laboratories and x-ray facili- 
ities. Dimensions of the structure are 120 by 42 
feet, with two floors, the seccnd floor housing eight 
residential apartments. 

ok * 


Dr. Benjamin Spock, staff member of the Child 


Health Institute in Rochester, was a speaker at the. 


annual meeting of the Family and Children’s Serv- 
ice in Minneapolis on January 25, Title of his talk 
was “What Is Discipline for Children?” 
¢ * @ 
January 18 marked the ninety-fourth birthday of 
Dr. George Haggard of Minneapolis, Minnesota’s 
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Fully Guaranteed by a 69- Year-Old Company 
OVER 1,000,000 SATISFIED USERS 


oldest active physician. Though Dr. Haggard no 
longer goes out on calls, he still sees some patients 
at his office-home. He began practice in 1893. 

* * * 

The marriage of Miss Mary Kay Simon, of New 
Prague, and Dr. Donald L. Alcott, formerly of Wa- 
tertown, South Dakota, took place at New Prague 
on January 7. The bride was a nurse at St. Mary’s 
Hospital, Rochester. Dr. Alcott, a graduate of Rush 
University, is a fellow of the Mayo Foundation. 

* * * 


At the annual meeting of the Waseca County Med- 
ical Society, held in Janesville on January 11, Dr. 
R. D. Davis was elected president of the organiza- 
tion. Dr. S, C. G. Oeljen:-was named vice president, 
and Dr. William B. Gallagher, secretary-treasurer. 
All three are from Waseca. 

+ 

Dr. Byron H. McLaughlin, who recently com- 
pleted a three-year fellowship at the Mayo Clinic, 
Rochester, announces .his association with Dr. 
Stanley R. Maxeiner at 1653 Medical Arts Building, 


Minneapolis. 
x * * 


Dr. Kendall B. Corbin, consultant in neurology in 
the Mayo Clinic and professor of neurosurgery in the 
Mayo Foundation, has been appointed associate di- 
rector of the Foundation by the Board of Regents 
of the University of Minnesota, it was announced on 
January 13. 

In his new post Dr. Corbin shares administrative 
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duties with Dr. 
Foundation. 

Dr. Corbin became a member of the department of 
neurology and psychiatry at the Mayo Clinic in 
July, 1946. Before that he had been an instructor in 
anatomy at Stanford University and professor of 
anatomy at the University of Tennessee. He was 
also chairman of the department of anatomy and 
supervisor of the department of clinical neurology. 
He received his medical degree at Stanford in 1935. 

* 


Victor Johnson, director of the 













* 

More than 2,000 students in the Edina-Morningside 
school system received eye examinations in January 
through a survey sponsored by the Edina-Morning- 
side Parent-Teachers Association. The survey was 
conducted by the Minnesota Society for the Preven- 
tion of Biindness, with the endorsement of the 
Hennepin County Medical Society. 


a 


os 







* * 


Principal speaker at a regional meeting of the 
University of Minnesota Alumni Association in Vir- 
ginia on February 13 was Dr. William G. Kubicek, 
associate professor of medicine at the University of 
Minnesota. The meeting gave special recognition to 
the medical school and honored all physicians in the 
area who were graduates of it. 

* * 











* 





Two addresses were made in Duluth on February 
9 by Dr. Frank H. Krusen, professor of physical 
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medicine in the Mayo Foundation and head of the 
section on physical medicine at the Mayo Clinic: He 
spoke on “Rehabilitation of the Handicapped” at a 
meeting of the Duluth Association for the Physically 
Handicapped and at a meeting of the St. Louis 
County Medical Society. 


*x* * 


A dinner to honor Dr. Ralph Rossen, Minnesota’s 
first mental health commissioner, was held at the 
Coffman Memorial Union on the University of Min- 
nesota campus on February 2. Governor Luther W. 
Youngdahl presided at the dinner, which was at- 
tended by members of the medical profession, state 
officials, legislators, citizens groups that fought for 
the mental health program, and institutional and 
psychiatric workers concerned with the program. Dr. 
Ernest M. Hammes was chairman of the sponsoring 
committee of the affair. 

* 


* 


* 


Dr. Maurice B. Visscher, professor and head of the 
department of physiology at the University of Min- 
nesota, has been elected to the board of directors 
of the National Society for Medical Research. The 
organization is currently emphasizing the importance 
of animal experimentation in medicine and has set 
as one of its goals improved methods for procure- 


ment and care of laboratory animals. 
x * * 


* 


Aims and objectives of the Hennepin County 
Medical Society were explained by Thomas P. Cook, 
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But the careful physician won’t settle for just 
any product—ampoule or otherwise. 
When he prescribes, he wants the label to 
signify — beyond the shadow of a doubt— 
a clean manufacturing record, preferably 
one stretching back a generation or more; 
unfailing adherence to controls; 
a research program with adequate staff 
and facilities; and for final confirmation, a 
place on the roster of Council accepted products. 


You need settle for nothing less when 
you specify medication labeled 


THE SMITH-DORSEY COMPANY 
LINCOLN, NEBRASKA 
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.An Observation on the Accuracy of Digitalis Doses 





Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 
greatest possible accuracy.”* 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 
accuracy”. 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 
to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1. Withering, ws as account of the Fousiovs, bey) 1785. 


2. Rimmerman, A. Digilanid and the Th of Congestive 
Heart Disease, X. > - Sc. 209: 33-41 (Jan). 1945. 


Literature giving further details about Digilanid and Physician's Trial 
Supply are avai vailable on request. 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 





executive secretary of the organization, at a meeting 
of the Rotary Club in Excelsior late in January. 

» @ © 

Dr. Victor W. Doman and Dr. John T. Rose are 

now occupying a newly constructed clinic building in 
Lakefield. The modern structure contains offices, a 
treatment room, an x-ray and minor surgery room, a 
laboratory and a business office. 

* * * 


Dr. Donald C. Balfour, director emeritus of the 
Mayo Foundation, received the Builder of the Name 
award of the University of Minnesota at ceremonies 
held on February 16. The award was established in 
1947 and. is given in recognition of service to the 
University. Only three other persons have received 
the award. 

Dr. Balfour, who served as director of the Mayo 
Foundation from 1937 to 1947, first joined the staff 
of the Mayo Clinic in 1907. He was named head 
of a section in the division of surgery in 1912 and 
later became head of the division. He was appointed 
professor ef surgery in the Mayo Foundation in 1923 
and was named associate director in 1935. 

os 8 2 


Among Minnesota physicians attending a con- 
tinuation course in cardiovascular diseases, held at 
the University of Minnesota Center for Continuation 
Study on January 5 through 7, were Dr. G. Ruggles, 
Forest Lake; Dr. R. E. Billings, Franklin; Dr. Wil- 
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liam A. Owens, Montevideo; Dr. C. L. Roholt, 
Waverly; Dr. C. A. Anderson, Hector; and Dr. F. M. 
McCarten and Dr, Henry Van Meier, both of Still- 
water. 

» s 2 

Plans for construction of a $12,000,000 ten-story 
clinic builditg were announced on January 5 by Dr. 
Arlie R. Barnes, chairman of the Mayo Clinic board 
of directors. 

Site of the proposed structure will be the block 
across the street from the present clinic, where the 
Mayo Foundation medical museum now stands. The 
new building will more than double the floor space of 
the present clinic buildings. It will be planned to 
handle 150,000 to 160,000 patient registrations a year, 
and it will have the structural strength to allow an 
additional eight stories, if necessary. Construction 
cost, estimated to be $12,000,000, will be paid entirely 
by the Mayo Association, a non-stock “charitable, 
benevolent and educational” corporation established 
by the Mayo brothers in 1919. 

It was expected that ground-breaking for the struc- 
ture will take place this year, perhaps in August. 
Completion of construction is expected within four 
years. 

oe * 

At a meeting of the Winona County Public Health 
Nursing Advisory Committee in Winona on Janu- 
ary 17, Dr. Viktor O. Wilson, acting district health 
officer for the Minnesota Department of Health, 
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outlined a plan for a joint county-city health depart- 
ment, as permitted by 1949 state legislation. 


* * * 


A ham radio operator and a Minneapolis physician 
collaborated on January 5 to diagnose and prescribe 
treatment for a child on a ship in the Atlantic Ocean 
1,500 miles away. ; 

Fred Kaefer, a St. Louis Park amateur radio op- 
erator, picked up an emergency call from the captain 
of the Flying Enterprise, a trading vessel 400 miles 
off the coast of -New Jersey. A six-year-old child 
passenger was very sick, the captain said. Kaefer 
telephoned Northwestern Hospital in Minneapolis, 
reached Dr. Cherry Cedarleaf, a resident pedia- 
trician, and let her talk to the captain. The captain 
described the symptoms and signs; the physician 
diagnosed acute tonsilitis and prescribed appropriate 
treatment. Fifteen hundred miles away, the captain 
followed the broadcast instructions. 

A few hours later, the child—a German on his way 
to the United States with his parents—was ap- 
parently well on the road to recovery ... thanks to 
a triple play in communications: ship captain to radio 
operator to physician. 

+e @ 

Among Minnesota physicians attending a continua- 
tion course in neurology at the University of Min- 
nesota early in February were two Crookston physi- 
cians, Dr. Martin Janssen of the Northwestern Clinic 
and Dr. D. E. Pohl of the Crookston Clinic. 


* ok * 
Dr. Burril Crohn, of Mt. Sinai Hospital, New York, 
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1 level tablespoon 
(40 Cals.) 
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2 fl. ozs. 


will deliver the annual Phi Delta Epsilon Lecture at 
the Museum of Natural History on the University 
of .Minnesota campus at 8:00 p.m., April 20. His 
subject will be “Regional Ileitis.” 

x * x* 

Duluth’s longest practicing surgeon, Dr. William 
R. Bagley celebrated his eightieth birthday on Janu- 
ary 15. A graduate of the University of Michigan 
Medical School, Dr. Bagley began his practice in 
Duluth in 1893, when he became associated with Dr. 
William H. Magie, a pioneer Duluth surgeon. By 
1910 Dr. Bagley’s strenuous night-and-day medical 
schedule had undermined his health so severely that 
he was forced to retire to-Oregon for a long rest. 
After five years of unhurried ranch life, he returned 
to Duluth and his practice. Since then he has set 
aside a part of each year for a good vacation to re- 
enforce his health. 

A civic leader and an ardent supporter of conserva- 
tion—he is an ex-state president of the Izaak Walton 
League—Dr. Bagley was chosen for Duluth’s Hall 
of Fame in 1941, when the city paid tribute to him 
for his numerous contributions to state and city. 
Among his children are two physicians, Dr. Elizabeth 
C. Bagley and Dr. Charles W. Bagley, both Duluth 
practitioners, and the wife of a physician, Mrs. C. L. 
Oppegaard, of Crookston, 

* * * 

Dr. Thomas B. Magath, Rochester, has resigned 
from the State Board of Health after twelve years of 
service. He has been president of the board since 
1946. .Dr. Magath joined the Mayo Clinic in 1919 


2 fl. ozs. 
(20 Cals. per fl. oz.) 
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and is now chief of the division of clinical pathology. 
From 1941 to 1946 he served in the U. S. Navy and 
was released from service with the rank of com- 
modore. 
es 6.3 

Dr. Abbott Skinner has opened an office at 714 
Lowry Medical Arts Building, Saint Paul, for the 
practice of general surgery. Dr. Skinner was gradu- 
ated from Harvard Medical School in 1942 and in- 
terned at Ancker Hospital, Saint Paul. After serving 
in the Army for three years, part of the time in the 
South Pacific, he took a residency in surgery at 
Ancker Hospital, which he has just completed. He 
received an M.S. degree in surgery at the University 
of Minnesota in June, 1949, 


* * * 


The Co-operative Medical Advertising Bureau of 
the American Medical Association, the agency which 
obtains most of the advertising for most of the state 
medical journals, has changed its name on the advice 
of its advisory committee and with the approval of 
the board of trustees of the AMA. The new name, 
State Journal Advertising Bureau of the American 
Medical Association, seemed more descriptive of the 
bureau’s activities. 

* * * 

Dr. Joseph N. Gahlen and Dr. Frank J. Milnar 
announce their association for the practice of in- 
ternal medicine, with offices at 714 Lowry Medical 
Arts Building, Saint Paul. 


HOSPITAL NEWS 

Following are the results of various hospital staff 
elections recently held in Minnesota. 

St. Joseph’s Hospital, Brainerd—Dr. A. M. Mulli- 
gan, chief-of-staff; Dr. J. H. Bender, vice chief-of- 
staff; Dr. W. W. Anderson, secretary-treasurer. 

Maternity Hospital, Minneapolis—Dr. Ray F. 
Cochrane, president; Dr. Helen Haberer, secretary, 

St. Andrews Hospital, Minneapolis.—Dr. Frank E, 
Mork, Anoka, chief-of-staff. 

St. Mary’s Hospital, Duluth—Dr. K. R. Fawcett, 
chief-of-staff-elect; Dr. R. P. Buckley, chief-of-staff; 
Dr. A. C. Kelly, secretary. 

St. Luke’s Hospital, St. Paul—Dr. Victor P. 
Hauser, chief-of-staff; Dr. C. W. Leverenz, secretary. 
Officers of the board of trustees: E. G. Carpenter, 
president; B. G. Griggs, first vice president; G. O. 
House, second vice president; William J. Gratz, 
secretary-treasurer. The hospital has been certified 
by the American College of Surgeons. 

St. Barnabas Hospital, Minneapolis——Dr. Arthur 
C. Kerkhof, chief-of-staff; Dr. L. A. Whitesell, vice 
chief-of-staff; Dr. Edgar A. Webb, secretary- 
treasurer. Executive committee: Dr. E. A. Arlander, 
Dr. C. M. Cabot, Dr. M. T. Mitchell, Dr. N. H. 
Lufkin, Dr. M. E. Knapp, Dr. A. V. Stoesser, Dr. 
C. W. del Plaine, Dr. E. J. Lillehei, Dr. W. E. 
Proffitt and Dr. H. H. Noran. 

* * * 

The Preston Hospital completed its sixth year of 

operation on January 24. During the six years 827 





REST HOSPITAL 


2527 Second Avenue South, Minneapolis 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis and treatment of nervous and 
mental disorders. Invites co-operation of all repu- 
table physicians. Electroencephalography avail- 
able. 








PSYCHIATRISTS IN CHARGE 


Dr. Hewitt B. Hannah 
Dr. Andrew J. Leemhuis. 








The Birches Sanitarium, Ine. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


A hospital for the care and treatment of 


Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


Attending Psychiatrists 


Dr. L. R. Gowan 
Dr. J. E. Haavik 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 


Dr. C. M. Jessico 
Dr. L. E. Schneider 











MINNESOTA MEDICINE 





babie 
were 
open: 
ing t 


At 
Host 
Abra 
what 
mate: 
recor 

Du 
three 
per | 
1.3 d 


Pls 
been 
furni 
super 
plete: 
full ¢ 
is $45 
area 
tions 
camp 


At 
toriu: 
Falls 


Marc 











OF GENERAL INTEREST 








225 Sheridan Road 





A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 





North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 6-0211 








babies were born in the hospital and 1,351 patients 
were admitted for care. The hospital, which was 
opened by Dr. J. P. Nehring in 1944, has been operat- 
ing to full capacity since its start. 

x * x 


At a meeting of the medical staff of Maternity 
Hospital, Minneapolis, on January 17, Dr. Milton 
Abramson reported that the hospital had established 
what was believed to be a record in 6,845 consecutive 
maternity cases without a maternal death. The 
record ran between April, 1940, and August, 1947. 

During the past thirteen years there were only 
three maternal deaths in 13,009 cases—a rate of .023 
per 1,000. The national average maternal mortality is 
1.3 deaths per 1,000. 

= 

Plans for the proposed hospital at Madison have 
been changed to include a penthouse addition to 
furnish living quarters for twelve nurses and a 
superintendent. The one-story hospital, when com- 
pleted, will have a normal capacity of thirty and a 
full capacity of forty-two beds. Cost of the project 
is $450,000. Of this amount, residents of the Madison 
area were asked to raise $150,000. When contribu- 
tions and pledges were counted after a fund-raising 
campaign, the total was $177,369. 

* * * 


At the annual meeting of the Oakland Park Sana- 
torium commission, Dr. O. F. Mellby of Thief River 
Falls was re-elected president. Dr. Mellby has held 
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the office for the past thirty years. Dr. Baldwin 
Borreson, superintendent of the sanatorium, is secre- 
tary of the commission. 


BLUE CROSS-BLUE SHIELD NEWS 


With 260,500 persons enrolled, Minnesota Blue Shield 
is the thirteenth in size of the sixty-seven Blue Shield 
Plans in the nation. This increase in enrollment during 
1949 amounts to more than two and a half times the 
enrollment in 1948, and placed Minnesota Blue Shield as 
fifth in size of increased enrollment during the first nine 
months of 1949. 


Nearly 31,000 claims were paid by Minnesota Blue 
Shield during 1949. Of the total number of claims, 
over 29,000 were submitted by participating Blue Shield 
doctors, who received $1,076,513.31 in Blue Shield pay- 
ments for care given subscribers. Total payments to 
doctors during the year amounted to more than $1,156,- 
230. Throughout the United States and Canada, Blue 
Shield Plans will have paid approximately $100,000,000 
during 1949 for medical care to their thirteen million 
subscribers. 

Hospital care to Minnesota Blue Cross subscribers 
during 1949 totaled $8,746,831, or 94.4 per cent of the 
year’s income. This is 7.9 per cent more of earned 
income than was paid to hospitals for care of subscribers 
in 1948. Operating expenses during 1949 amounted to 
10.8 per cent of the year’s income, and is a decrease 
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Physiotherapy for the relief 
of Arthritis and related con- 
ditions. Complete physical 
examinations and laboratory 
procedures given every pa- 
tient. Roy T. Pearson, 
M.D., Medical Director. B. 
F. Pearson, M.D., associate. 


Tel. Shakopee 123 
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ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 








$5,000.00 accidental death 
$25.00 weekly indemnity, accident 
and sickness 
$10,000.00 accidental death 
$50.00 weekly indemnity, accident 
and sickness 
$15.000.00 accidental death 
$75.00 weekly inde — accident 
and sickness 
$20,000.00 accidental death 
$100.00 weekly indemnity, accident 
and sickness 
Cost has never exceeded amounts shown. 


ALSO HOSPITAL POLICIES FOR MEMBERS 
WIVES wy): CHILDREN AT SMALL 
DDITIONAL COST 


—_— —_——— 


85c out of each $1.00 gross income used for 
members’ benefits 


$3.700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection of our members. 


Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


4& years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 


Quarterly 
Quarterly 
Quarterly 


Q uarterly 
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from 1948 when, operating expenses came to 11.2 per cent 
ef the total income for the year. 


More persons using hospital care, increased usage of 
certain hospital services, and higher hospital costs were 
chief reasons for the increased utilization in 1949. Hos- 
pitalization of persons protected under family contracts 
was the highest in Blue Cross history, and hospitaliza- 
tion under single subscriber contracts was the highest 
its been in the last five years. Combined, the increased 
utilization under single and family contracts resulted in 
a rate of 417 cases paid per thousand Blue Cross con- 
tracts compared with 374 per thousand contracts paid in 
1948. 

Respiratory illnesses were the chief cause for hospitali- 
zation during 1949, accident cases ranked second and 
maternity cases third. This is the first time since 1940 
that accident cases exceeded the number of maternity 
cases paid. The rate of increase, however, in both acci- 
dent and maternity cases was not as great as the rate 
of increase in 1948. 


With 966,483 persons enrolled, Minnesota Blue Cross 
continues to maintain its position as ninth largest Blue 
Cross Plan in the United States. Throughout the 
United States and Canada over thirty-five million persons 
are enrolled in Blue Cross, and about $300,000,000 has 
been paid for subscribers’ hospital care during 1949. 


PRIMARY TUMORS OF THE OPTIC NERVE 
(Continued from Page 243) 


Martin, P., and Cushing, H.: Primary gliomas of the 
chiasm and optic nerves in their intracranial portion. Arch. 
Ophth., 52:209, 1923. 

. Stallard, H. B.: A case of endothelioma of the optic nerve 
sheaths. Brit. J. Ophth., 19:576-583, 1935. 

. Verhoeff, F. H.: Primary intraneural tumors (gliomas) of 
the optic nerve. Arch. Ophth., 51:120-140 and 239-254, 1922, 
Verhoeff, F. H.: Tumors of the optic nerve. In Penfield, 
Wilder: Cytology and Cellular Pathology of the Nervous Sys- 
tem. Vol. 3, p. 1029. New York: Paul B. Hoeber, Inc., 1932. 
Walsh, F. B.: Clinical Neuro-Ophthalmology. Pp. 1133-1141. 
Baltimore: Williams and Wilkins Company, 1947. 





Good Vision Js Precious 
When your eyes need attention... 


Don't just buy eye glasses, but eye care. . 
Consult a reliable eye doctor and then . 


Let Us Design and Make Your Glasses 





25 W. 6th St. St. Paul 
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BOOK REVIEWS 





X-RAY TREATMENT, ITS ORIGIN, BIRTH AND EARLY 
HISTORY. Emil H. Grubbé, B.S., M.D., F.A.C.P., Charter 
BOOK REVIEWS Member and Emeritus Member of the Radiological Society of 

North America; Charter Member of the American Roentgen 

Books listed here become the property of the Ramsey, Ray Society; Diplomate of the American Board of Radiology; 
Hennepin and St. Louis County Medical Libraries when Associate Fellow of the American Medical Association; Emeri- 
reviewed. Members, however, are urged to write reviews us ce a = on yo ~ mee Society, — a 
f any or e book ember of the 11cago edical Society. 53 pages. us. 
= —_ scoent Deck wales amy be ot lnneeee Price $3.00. Saint Paul: The Bruce Publish’ng Co., 1949. 
This is the professional autobiography of a living pio- 
neer of radiology, whose professional life parallels the 


BRUCELLOSIS (Undulant Fever). Second Edition. Harold J. development of that science. The locale is Chicago, 
Harris, M.D., F.A.C.P.; with assistance of Blanche L. Steven- : . " 
Foreword by Walter M. Simpson, M.S., M.D., the historical aspects correct and the reading excellent. 


F.A.C. 618 pages. Ilius. Price $10.00, cloth. New York: — ‘ie x oe . oe 

Paul B. Hoeber “inc., 1950. I was impressed by the author’s scientific and physical 
tenacity, the latter evidenced by the fact that he person- 
MEDICAL MANAGEMENT OF GASTROINTESTINAL 


DISORDERS. Garnett Cheney, M.D. Clinical Professor of ally has undergone some eighty-three operations as a 
Medicine, Stanford University Medical School. 478 pages. result of x-ray burns. I feel that the book should be 


Illus. P 6.75, cloth. Ct The Year Book Pub- . 2 ‘ 8 . » 
0 ll gg b rt _ ome ee ee ae included in the libraries of all radiologists, of workers 


in the atomic field, and in medical libraries generally, 
QUINIDINE IN DISORDERS OF THE HEART. Harry Se ae & y 
Gold, M.D. Professor of Clinical Pharmacology at Corneil not only because of the historical interest but because 


Medical College; Attending Physician-in-Charge of the Cardio- f : és > Seterect ¢ ~ > e j 
vascular Research Unit at the Beth Israel Hospital; Attending of the contemporary interest and current reawakening 
Cardiologists at the Hospital for Joint Diseases; Managing of the effects of radiation. 

Editor of the Cornell Conferences on Therapy. 145 pages. 


Price $2.00, cloth. New York: Paul B. Hoeber, Inc., 1950. Leo A. Nasu, M.D. 











PRIMER OF ALLERGY. Third Edition. Warren T. >E 
Vaughan, M.S., M.D. 175 pages. Illus. Price $3.50. St. LIFE AMONG THE DOCTORS. Paul De Kruif in collabora- 


oe a tion with Rhea De Kruif. 470 pages. Price $4.75. New 
Louis: C. V. Mosby Co., 1950. York: Harcourt, Brace and Co., 1949. 


CARDIOVASCULAR DISEASE—Fundamentals, Differential Essentially this book deals with tke activities of a num- 


Diagnosis, Prognosis and Treatment. Louis H. Sigler, M.D., ber of medical men of the pas > years. It is color 
F.A.C.P. Attending Cardiologist and Ont of Cardiac Clinic? " or ye pee few yea ~ ah ewes ed 
Con ey Island Hospital; Consulting Cardiologist, Rockaway by the recurring thought that all of the individuals dis- 
eac ospita Consulting Cardiologist, Menorah Home pirate nes ‘ r . 

and Hospital for m~ Aged. 551 pages. Lllus. Price $10.00, cussed are persecuted heroes. The men whom we trec- 


cloth. New York: Grune & Stratton, 1949. ognize in the book do not need that particular type of 
THE PHYSIOLOGY OF THOUGHT. A Functional Study Patronage. A number of direct statements are made 
of the Human Mind in Action. Harold Bailey, M.D., and a number of reports are given which should be 


F.A.C.S. 313 pages. P 3.75, cloth. N : Wil- . . : 
liam- Frederick ag Nee Von” i949. , ew York: Wil challenged. Examples of poor literary taste are present 








THE VOCATIONAL HOSPITAL 
‘TRAINS PRACTICAL NURSES 


Nine months Residence course, Registered Nurses and 
Dietitian as Teachers and Supervisors. Certificate from 
Miller Vocational High School. VOCATIONAL NURSES 
always in demand. 

EXCELLENT CARE TO CONVALESCENT AND 
CHRONIC PATIENTS 


Rates Reasonable. Patients under the care of their own physicians, 
who direct the treatment. 


5511 Lyndale Ave. So. LO. 0773 Minneapolis, Minn. 














OMEWOOD HOSPITAL is one of the 

Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesota 
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FOR CASES OF COLOSTOMY 
AND ILIOSTOMY 


YOU CAN 
PRESCRIBE 


“CARBISOL” 


WITH CONFIDENCE 


“Carbisol” is a deodorizing capsule used success- 
fully for many years and proven to be highly effec- 
tive in all cases of colostomy and iliostomy. Send 
for information today or order from: 


\ 


REGO PRODUCTS 


ANOKA 
MINNESOTA 














AT YOUR CONVENIENCE, 
DOCTOR 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 

















even to the point of the actual words used. It is un- 
fortunate that the author, who has set himself up in the 
eyes of the reading public as an able medical and 
scientific reporter, has.to resort to the brand of sensa- 
tionalism which’ pervades. In spite of the publisher’s 
note that the book has the deepest social implications of 
all of De Kruif’s works, I doubt that any discerning 
reader will be moved very much by it, if for no other 
reason than that the tone is bitter, vindictive and gen- 
erally low. 
Leo A. Nasu, M.D. 


CONGENITAL ANOMALIES OF THE HEART AND GREAT 
VESSEL Clinicopathologic Study of 132 Cases. Thomas J. 
Dry, M.D., of Mayo Clinic, Jesse Edwards, B.S., ™ 
Mayo Clinic, Robert L. Parker, M.S. in Medicine, 
F.A.C.P., of. Mayo Clinic, Howard B. Burchell, M.D.. 
in Medicine, of Mayo Clinic, H. Milton Rogers, B.S., M. A in 
Medicine, M.D., Fellow in omens of Mayo Clinic, and 
Arthur H. Bulbulian. M. Ss... F.A.C.D. of Mayo Clinic. 
68 pages. Illus.. including’ color "plates. Price $4.50. Spring- 
field: , Charles C Thomas, 1949. 

This slender book is an atlas of anomalies of the 
heart and great vessels, based on a study of 132 clinico- 
pathologic cases. The atlas is divided into sixteen sec- 
tions, roughly corresponding to a classification of the 
pathologic anatomy of congenital heart disease. Each 
section is composed of two pages with the following 
illustrations : 

1. A picture of the scientist who described the entity, 

2. colored photographs of models of the heart based 

on autopsy material, 

. a black and white photograph of an autopsy speci- 

men, 
a pen and ink drawing clarifying the photograph, 

. the pertinent electrocardiograph, and 

. the chest film. 

A biographical and historical note accompanies each 


- scientist’s picture. 


The text is brief, pithy and interspersed among the 
illustrations in such a fashion that the illustrations yield 
a maximum of information with a minimum of study. 
The atlas is so well planned and illustrated that it does 
the job that would otherwise require hundreds of pages 
of dull text. 

The atlas can be recommended to all physicians, es- 
pecially those who seek an easy, painless method of 
understanding the recent advances in cardiac surgery 
by studying the pathologic anatomy. 


CoLEMAN J. Connotty, M.D. 


ERNIA DEL DISCO E SCIATICA VERTEBRALE. F. 
Delitala and A. Bonola. 213 pp. Price—2500 lire. Bologna: 
L. Cappelli, 1949. 

This Italian monograph, published in 1949, contains 
213 pages including an extensive bibliography on the 
intervertebral disk. There are 108 illustrations, many of 
which are excellent. 

The authors consider “posterior intraspinal herniation 
of the disk” as a more exact term for the pathologic 
condition which has been variously called “protrusion,” 
“dislocation,” “luxation,” “extrusion,” and so forth of 
the intervertebral disk. They point out that the herni- 
ated material removed at the time of operation fre- 
quently is composed of fragments of the annulus. 
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Although the authors have observed only 200 cases 
of herniated intervertebral disk, they have made a 
careful study of the world’s literature on the subject 
and have brought the subject up to date for the Italians 
who were shut off during World War II “from the great 
currents of scientific thought.” 
The authors have restricted the use of iodized oil 
for myelography because they fear an untoward re- 
action when the oil comes in contact with the nerve 
roots. They consider the neurologic examination as the 
basis of diagnosis. 
They have abandoned the intradural method of re- 
moval of fibrocartilaginous fragments of disks because 
of the harm that such a procedure may cause. 
The authors have had to reoperate on six patients. 
From those six experiences they feel that systematic 
surgical exploration of the space above, below and on oLENWog 
the opposite side should be done in instances of plurira- v 
diculitis because of the possibility of multiple herniation INGLEWOOD 
of a disk or disks. They also recommend vertebral NATURAL" 
arthrodesis or radicotomy when the situation is doubtful. SPRING WATER 


COMPARATIVE RESUME OF RESULTS OBTAINED BY for home and office 
INTERVENTION FOR EXTIRPATION OF HERNIATED 
INTERVERTEBRAL DISKS 





| ‘ Per cent 
| 


Moderately 
Results good Mediocre G Ey EVA 4351 


Love: 
987 of 1,217 pa-| 
tients operated on 53. 36.7 
from 1939 to 1941 
Dandy: 
843 cases 
Grand: 
200 cases 
Our own cases: 
Series 1; 78 of 100 
patients operated on 
from 1934 to 1947 
Our own cases: 
Series 2; 170 of 217) 
patients operated on| 34. 31. . 7.6 
from 1934 to 1948 





























The authors have compared their results of surgical 
treatment of herniated intervertebral disks with those 
of some American authors. ¢ 


_In the entire United States about 270,000 mental pa- 
tients are coming back into the community each year. 
The spread of the disease from those who may have 
contracted tuberculosis while in mental hospitals there- 


fore becomes a community problem which we cannot Zz i | f 
afford to ignore.—Public Health Reports, January 7, 1949. rofessiona upp Les 
es +} ) 
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Contact your wholesale druggist or 
write direct for information BROWN & DAY, INC. 
“DEE” MEDICAL SUPPLY COMPANY . Dost 1. Samessts 
P.O, Box 501, St. Paul, Minn. 
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Professional Protection 


Exclusively 


since 1899 


MINNEAPOLIS Office: 
Stanley J. Werner, Rep. 
816 Medical Arts Building, 
Telephone Atlantic 5724 











SCIENTIFIC DESIGN 


ARTIFICIAL 
LIMBS 
ORTHOPEDIC 
APPLIANCES 
TRUSSES 
SUPPORTERS 


ELASTIC 
HOSIERY 


Our mechanics correctly fit 
artificial limbs and ortho- 
pedic appliances, conforming 
to the most exacting profes- 
sional specifications. 

Our high type of service 
has been accepted by phy- 
sicians and surgeons for 
more than 45 years, and is 
appreciated by their pa- 
tients. 


BUCHSTEIN-MEDCALF CO. 


223 So. 6th Street 





Minneapolis 2, Minn. 
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MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Building 


Saint Paul, Minnesota 


Julian F. DuBois, M.D., Secretary 


Minneapolis Man Arrested Third Time for 
Illegal Practices 


Re State of Minnesota vs. Frank Herman Gold, also 
known as Frank H. Gould. 


On January 24, 1950, Frank Herman Gold, also known 
as Frank H. Gould, 32 years of age, residing at 4714 
Washington Avenue South, Minneapolis, was sentenced 
by the Hon. John A. Weeks, Judge of the District Court 
of Hennepin County, to a term of one year in the Min- 
neapolis Workhouse. Gold had pleaded guilty on Janu- 
ary 18, 1950, to an information charging him with the 
crime of practicing healing without a basic science cer- 
tificate. Gold was arrested on January 14, 1950, during 
an investigation by the Minnesota State Board of Medi- 
cal Examiners and the Minneapolis Police Department. 
At the time of his arrest Gold was representing himself 
as “Dr. Frank H. Gould.” Gold had requested one of 
the Minneapolis drug stores to print some prescriptions 
for him and after receiving the prescriptions wrote sev- 
eral. The prescriptions were questioned by a pharmacist 
and this led to Gold’s arrest. 


Gold has never studied medicine but was employed for 
several years as an orderly at a hospital in New York 
City, and also worked in the same capacity for at least 
three hospitals in Minneapolis and St. Paul. Gold was 
first arrested on May 18, 1946, by Minneapolis Police 
officers for representing himself as a physician and 
surgeon. He pleaded guilty on May 21, 1946, and on 
June 12, 1946. was sentenced to a term of one vear in 
the Minneapolis Workhouse. Because it was Gold’s first 
conviction the sentence was staved and the defendant 
placed on probation. In March. 1948, it was learned that 
Gold was again practicing healing illegally by represent- 
ing himself as a doctor of medicine. On March 8, 1948, 
Gold pleaded guiltv to the charge and was sentenced by 
Judge Levi M. Hall to one year in the Minneapolis 
Workhquse. Judge Hall reauired Gold to serve the en- 
tire sentence, less time off for good behavior. In De- 
cember, 1949, there was evidence that Gold again was 
attempting to practice healing. The investigation made, 
resulted in his arrest for the third time. Gold was un- 
able to give the Court any logical explanation for his 
unusual behavior in persisting in his attempt to practice 
medicine without any medical education or license. 


Gold stated that he was born in New York City, 
June 16, 1917; that he graduated from the James Mon- 
roe High School in the Bronx, New York City. Gold 
further stated that he had been in Minneapolis for the 
past nine years, except for the time that he served in 
the United States Navy during World War II. Gold 
has in his possession, papers indicating that he served 
as a Pharmacist Mate Third Class. 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting March 20, April 17, May 15. 

Surgical Technic, Surgical Anatomy and Clinical Sur- 

gery, four weeks, Cao | March 6, April 3, May 1. 


Basic Principles in Genera 
ing April 3. 

Personal Course in General Surgery, two weeks, start- 
ing April 17. 

Surgery of Colon and Rectum, one week, starting April 
10, May 15. 

Esophageal Surgery, one week, starting June 5. 

Breast and Thyroid Surgery, one week, starting June 


Surgery, two weeks, start- 


6. 

Thoracic Surgery, one week, starting June 12. 

Gallbladder Surgery, ten hours, starting April 24. 

Fractures and Traumatic Surgery, two weeks, starting 
March 20, June 12. 

GY NECOLOGY—Intensive Course, two weeks, starting 

March 20, April 17. 

Vaginal Approach to Pelvic Surgery, one week, start- 


ing. April 3. 
OBSTETRICS—Intensive Course, two weeks, starting 


April 3, June 5. 
PEDIATRICS—Intensive Course, two weeks, starting 
April 3. 
Personal Course in Cerebral Palsy, two weeks, starting 
July 31. 


Personal Course in Diagnosis and Treatment of Con- 
genital Malformations of the Heart, two weeks, 
starting June 5. 

MEDICIN Intensive General Course, two weeks, 
starting April 24. 

Electrocardiography and Heart Disease, two weeks, 
starting July 17 

Hematology, one week, starting May 8. 

Gastro-Enterology, two weeks, starting May 15. 

Liver and Biliary Diseases, one week, starting June 5. 

Gastroscopy, two weeks, starting May 15, June 12. 

DERMATOLOGY—Formal Course, two weeks, starting 
fey 8. Informal Clinical Course every two weeks. 
UROLOGY—Intensive Course, two weeks, starting April 
17. Cystoscopy, ten day practical Course, every two 
weeks. 
General, Intensive and Special Courses in all Branches of 
Medicine, Surgery and the Specialties. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 











‘AR-EX MULTIBASE 


New Universal Ointment Vehicle Com- 
patible with ALL Topical Medicaments 


Prescribe ointments of cosmetic elegance — made with AR-EX Multi- 
base. Applies readily, even to hairy areas, rinses off with plain 
water. No screening action, making all medicaments available. 


RADIUM RENTAL SERVICE 


2525 INGLEWOOD AVENUE 
MINNEAPOLIS 5, MINNESOTA 
TEL. ATLANTIC 5297 


Radium element prepared in 
type of applicator requested 


ORDER BY TELEPHONE OR MAIL 
PRICES ON REQUEST 
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1036 W. VAN BUREN ST. CHICAGO 7, ILL. 
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Classified Advertising 





Replies to advertisements with key numbers should be 
mailed.in care of Minnesota MEDICINE, 2642 University 
Avenue, Saint Paul 4, Minn. 


FOR RENT—Three modern suites in new building under 
construction, center of large residential area, St. Louis 
Park, Minneapolis suburb. Facilities for private of- 
fices, examining rooms, laboratories, reception room, 
x-ray room, etc. Air conditioned. Will complete to 
suit tenant. Ample free parking. Telephone WHittier 
3297. Write E-189, care MINNESOTA MEDICINE. 


FOR SALE—Unopposed practice in excellent farming 
community, Southern Minnesota. Address E-190, care 
MINNESOTA MEDICINE. 


FOR SALE—RF 100 Fisher X-Ray Machine complete 
—in perfect condition. Reasonable asking price. Ad- 
dress P.O. Drawer No. 230, International Falls, Min- 
nesota. 





WANTED IMMEDIATELY BY MIDWESTERN 
GROUP—Surgical assistant and urological assistant. 
Salary $400.00 per month. Minimum requirements: 
Rotating internship. Address E-191, care MINNESOTA 
MEDICINE. 


PHYSICIAN WANTED—Well-established firm in 
northern Minnesota desires young man for general 
practice and obstetrics—deliveries in hospital. Good 
income from start. Full information given and inter- 
view arranged upon receipt of inquiry. Address E-192, 
care MINNESOTA MEDICINE. 


WANTED IMMEDIATELY — Obstetrician-gynecolo- 
or specialist for two-man clinic in midwestern city of 
35,000. Give all information in first letter. Address 
Box E-187, care MINNESOTA MEDICINE. 


WANTED: Physician in general practice and obstet- 
rics who has finished military service. Given good op- 
portunity to do good clinical work. Equipped with 
clinical laboratory, x-ray and electrocardiograph. State 
school and internship. Address E-188, care MINNE- 
SOTA MEDICINE. 


WANTED—Young M.D. to associate in general practice 
with clinic. Salary $600 to $900 per month to start. 
Month’s vacation with pay each year. Call or write 
Dr. C. J. Henry or Dr. J. E. Henry, Milaca, Min- 
nesota. 


WANTED IMMEDIATELY—Anesthetist for anesthe- 
sia duties alone or combined with other duties. 45-bed 
hospital, located 60 miles from Minneapolis. Salary 
open. Write Superintendent, Hutchinson Community 
Hospital, Hutchinson, Minnesota. 





% % POSITIONS AVAILABLE x 


*Internist in Minneapolis desires associate internist. 


*General Practitioner for locum tenens Lowry Medical 
Arts Building, two months. 


*Pediatrician wanted for four-man group, New Jersey. 


*General Practitioner, permanent or locum tenens; $500 
to start; new hospital; Mnneapolis. 


*General Practitioner for association 28-bed hospital, 
Minnesota. 


*Good general surgeon for manager new $350,000 hos- 
pital. 


*Board eligible men wanted for new clinic, southern mid- 
dle west territory. 


For information, write or call 


THE MEDICAL PLACEMENT REGISTRY 





629 Washington Ave. S. E., Minneapolis GL. 9223 











PHONES: 
ATLANTIC 3317 
ATLANTIC 3318 





DANIELSON MEDICAL ARTS PHARMACY, 


10-14 Arcade, Medical Arts Building 
825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
MINNEAPOLIS 


INC. 


HOURS: 


SUN. AND HOL.—10 TO! 











1111 NICOLLET AVENUE 


THE GEIGER LABORATORIES 


Chnical Sete for Zz Mysicians of the Upper Middle Whst 


Mailing tubes and price lists supplied upon request. 
MINNEAPOLIS 2 


MAIN 2350 




















103 East Fifth St., St. Paul 1, Minn. 


HOSPITAL AND PHYSICIANS SUPPLIES AND EQUIPMENT 
Cedar 1781-82-83 


PATTERSON SURGICAL SUPPLY COMPANY } 
| 











310 


MINNESOTA MEDICINE 


Natior 
ice; | 
Minne 
Associ 


Aprr 





